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ethnic groups. This study explored middle-aged African American men who identified themselves as free
of any physical or cognitive issues. The study explored how the men maintained their health while
avoiding a primary care provider and health care system with a history of mistreatment and
discrimination. The research study provided additional information about successful aging and the lived
experience of those participants.
The aim was to address the gap in research between middle-aged African American men and their selfcare protocols and how spirituality aided in successful aging, as well as provide valuable data for African
American men. In this qualitative design, 13 participants from Nassau County shared their perceptions of
self-care, spirituality, and what it meant to age successfully in their experiences. Participants were
between 44 and 66 and they had various interpretations of successful aging.
The themes of (a) spirituality, (b) self well-being, (c) gratitude, (d) expectation of self and others, and (e)
support were identified through this study. Maintaining masculinity norms and independence were also
essential components of successful aging results.
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Abstract
The purpose of this phenomenological study was to examine the perceptions of
successful aging of middle-aged African American men. African American men continue
to have the worst health status of all ethnic groups. This study explored middle-aged
African American men who identified themselves as free of any physical or cognitive
issues. The study explored how the men maintained their health while avoiding a primary
care provider and health care system with a history of mistreatment and discrimination.
The research study provided additional information about successful aging and the lived
experience of those participants.
The aim was to address the gap in research between middle-aged African
American men and their self-care protocols and how spirituality aided in successful
aging, as well as provide valuable data for African American men. In this qualitative
design, 13 participants from Nassau County shared their perceptions of self-care,
spirituality, and what it meant to age successfully in their experiences. Participants were
between 44 and 66 and they had various interpretations of successful aging.
The themes of (a) spirituality, (b) self well-being, (c) gratitude, (d) expectation of
self and others, and (e) support were identified through this study. Maintaining
masculinity norms and independence were also essential components of successful aging
results.
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Chapter 1: Introduction
"Caring for myself is not self-indulgence; it is self-preservation, an act of political
warfare" (The Audre Lorde Project, 2022, para. 1). The author's statement is more
profound today than ever before, considering recent governmental proposals that will
reduce spending on the Medicaid health program, affecting poor and disabled
communities (Sanger-Katz, 2020). Middle-aged African American men often experience
infrequent healthcare services due to being marginalized in healthcare. Lorde (2017)
understood that those disenfranchised in society must care for themselves because they
will not be cared for, looked after, protected, or supported. Middle-aged African
American men often experience infrequent healthcare services due to being marginalized
in healthcare.
Interactions with the American healthcare system have been a struggle for African
American men, even with moderate mortality rate gains over the last 30 years (Gilbert et
al., 2016). African American men still experience invisibility, neglect, and isolation
within the healthcare system (Sherman & Grande, 2019), highlighting the need for
increased representation of African Americans in the healthcare profession.
Recent statistics reveal that African American men do better with African
American clinicians than White clinicians (Alsan et al., 2019). Because of a lack of trust
in substandard care and discriminatory practices against African American men in the
health care industry, there is little doubt that clinicians of the same ethnic and racial
background may be more empathetic.
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The concept of aging has challenged the previous notion that cognitive and
physical deficiencies were a necessary part of life (Chard et al., 2016). Despite many
improvements in the healthcare system over the past decades, African American men
continue to exhibit the highest mortality rates in the United States (National Cancer
Institute [NCI], 2019). African American males are more likely to die from prostate
cancer and have a higher incidence of colorectal cancer than their White counterparts
(NCI, 2019). In 2017, life expectancy on average for African American males was 71.9
years compared to White men, who averaged 76.4 years (Center for Disease Prevention
and Control [CDC], 2019).
African American men's risk of disease is considerably higher than White men.
African American men have a greater prevalence of hypertension and obesity (Benjamin
et al., 2018). The burden of cancer is also at a higher risk for African American men
compared to White men. This discrepancy is predominantly noteworthy for prostate
cancer (American Cancer Society [ACS], 2019). African Americans carry the highest
rates for most cancers of all ethnic groups, with the highest death rates and the lowest
survival rates (DeSantis et al., 2019).
Middle-aged African American men are 80% more likely to be diagnosed with
diabetes mellitus and develop end-stage kidney disease from diabetes than White men
(U.S. Department of Health and Human Services, 2014). They are more likely to be
uninsured than White Americans, leading to less access to healthcare (Riley et al., 2016).
In general, without a doubt, African American men have cited racism and distrust
as barriers to seeking solutions for better health (Armstrong et al., 2013). The mistrust is
extreme in the African American community, with a long history of medical exploitation
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from former slave John Brown (Brown, 1855/2018) to the Tuskegee syphilis experiments
between 1932-1972 (Scarff et al., 2010). The following are examples of unethical
practices aimed at the African American community: the unauthorized removal of cells
from Henrietta Lacks in 1951 (Skloot, 2010), the unethical patient treatment at the
Crownsville State Hospital from 1911 to 1964 (Coole, 1947), and the North Carolina
eugenics program between 1929-1974 that sterilized thousands of African American
women through coercion or force (Severson, 2011). Add to this the accusations of mass
hysterectomies performed on detainees by the Immigration and Customs Enforcement
(ICE) agency at their Irwin County Detention Center in Georgia. The detainees were
denied bare health care essentials and sent many Black and brown immigrant women to
doctors who performed unnecessary hysterectomies (Campoamor, 2020).
These events and other tragic medical procedures have made African Americans
apprehensive and absent from research, and seeking health care and trusted physicians,
leading to underutilizing the healthcare system.
Unethical Healthcare Practices
African Americans have had a troubling past regarding the unequal and unethical
treatment received in healthcare environments. Arnett et al. (2016) addressed residential
segregation that has plagued African American communities by constructing barriers in
facility location, sufficient insurance, and competent health care providers.
Racially biased healthcare encounters are associated with reduced patient
satisfaction, poorer health outcomes, shorter medical stays, and a lower probability of
follow-up medical visits. These outcomes may be based on preconceived health myths
about African Americans held by the White medical profession. Consequently, it leads to
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inadequate screening and treatment recommendations for African Americans (Hall et al.,
2015).
The myths about African American health only continue to disenfranchise African
American patients. Forty percent of first and second-year medical students believe the
myth that African Americans have thicker skin than White people (Hoffman et al., 2016).
Those same students also believe African Americans have a higher threshold for pain
(Hoffman et al., 2016). Studies have found that African American patients were 22% less
likely to receive pain medication than their White counterparts (Meghani et al., 2012).
These and other African American medical parables contribute to unfavorable health
outcomes.
The burden of poor health for middle-aged African American men can contribute
to historical, psychosocial, and socioeconomic factors (Williams et al., 2010).
Historically, the impact of racial segregation has had a significant influence on the health
of African Americans. Compared to other racial and ethnic groups, the African American
community is the most segregated ethnic group in United States history (Williams &
Collins, 2001). The unethical medical practices resulting from segregation have
contributed to the psychosocial health of African Americans and their perceptions of
themselves and their interactions in society.
Social defeat refers to the defeated feelings of subordination after experiencing an
adverse social encounter (Moran et al., 2016). Some working-class African American
men face significant social barriers that harm their well-being. African American men do
not benefit equally in education attainment, primary healthcare, neighborhood resources,
employment, and wealth-building resources compared to their White counterparts
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(Royster, 2007). Other barriers to middle-aged African American men not accessing
primary healthcare services are masculinity and gender issues, lack of awareness,
communication, racism, and trust (Cheatham et al., 2008). The overarching goal is to
address this population's health needs by developing and implementing better
communication avenues for middle-aged African American men, healthcare providers,
and the community.
Some middle-aged African American men continue to have ineffective
communication with their healthcare providers, which plays a decisive role in the African
American community's health disparities (Hawkins & Mitchell, 2018). This is a result of
poor communication, negative experiences, mistrust, stigmatizing healthcare workers,
and inferior care. Middle-aged African American men who avoid the healthcare system
only worsen their current condition regardless of their insurance and educational status
(Byrne, 2008). Townes et al. (2009) and Whaley (2001) cited the link between longtime
social disadvantage, oppression, and historical events involving African Americans
receiving unfair treatment, including the mistrust that many African Americans hold
toward the healthcare system.
The World Health Organization (WHO) (1946) contends that successful aging is
the absence of disease, disability, and the ability to maintain physical, cognitive
functioning and meaningful engagement in life, and highlights the roles that individuals
play in the aging process. Therefore, health and well-being remain essential in successful
aging and self-care processes.
African American men have the highest mortality rate and arguably the worst
health status of any race and gender group in the United States (CDC, 2014). Overall,
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African American men living in poverty are at a higher risk of mortality (Zonderman et
al., 2016). Furthermore, they are more likely to be uninsured than White Americans,
leading to less access to healthcare providers (Riley et al., 2016). The reason for the lack
of insurance for African American men is that most African American workers (70%) are
employed in blue-collar jobs. These jobs usually provide minimum wages and are less
likely than white-collar jobs to offer health insurance coverage (Levitt et al., 2012).
Health coverage is paramount for African American men, who are twice as likely to die
from heart disease and 50% more likely to have higher blood pressure than their White
counterparts (CDC, 2020).
The causes for this occurrence may contribute to possible environmental and
dietary factors and genetic susceptibilities. African Americans have limited dietary
choices as compared to White Americans (Kirkpatrick et al., 2012). Proper nutrition and
whole-quality foods are necessary for a healthy lifestyle. For African Americans, food
insecurity is a significant issue and is another form of systematic inequality that exists in
their daily lives (Elsheikh & Barhoum, 2013). As a result, African American men,
women, and children are more likely to die early from preventable and treatable medical
conditions than White Americans (Riley et al., 2016) when considering diet. One of the
ways African American families have improved their diets and health maintenance is
through religious and spiritual practices and guidance through the community church.
Spirituality is an essential element for African Americans living with chronic
illnesses. Research has shown that people with chronic diseases are more likely to engage
in spiritual self-care practices to help cope with their situations (Polzer, 2007; SamuelHodge et al., 2000).
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Little is known about how spiritual and religious beliefs affect middle-aged
African American men's self-care regimens. This study examined the everyday practices
and perceptions of middle-aged African American men ages 44-64, as defined by ShinanAltman and Werner (2018), and how self-care activities, spirituality, and religious beliefs
interface with preventative health practices and coping with chronic illness. Watkins et al.
(2013) noted that spirituality and religious beliefs and activities can aid in dealing with
chronic disease by providing support, confidence, and hope. However, it could interfere
with successful coping, as people may neglect self-care by relying on prayer and
medication to manage their illness.
Problem Statement
African American men have the highest mortality rates of all ethnic groups in the
United States (CDC, 2014). The problem in this project addressed the racial inequality in
health outcomes between middle-aged African American men and their perceptions of
self-care, successful aging, and the role of spirituality. Griffith et al. (2018) reported that
very few studies have dedicated research to successfully examine middle-aged African
American men’s aging. This study explored those middle-aged African American men
who have identified themselves as free of physical or cognitive issues. The study
examined how these men sustain their health while circumventing a healthcare system
that has a past of exploitation and discrimination toward African Americans.
Roberts et al. (2020) noted that the limited data on African Americans from
research is no coincidence. Research has shown that middle-aged African American men
with a spiritual affiliation have better health outcomes when confronted with a chronic or
acute condition (Polzer, 2007; Watkins et al., 2013). The shortage of research concerning
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middle-aged African American men and their self-care and spiritual practices deserves
investigation. This project sought to reduce premature deaths and promote self-care
literacy and spiritual awareness for middle-aged African American men. The data from
this project may aid doctors, nurses, caregivers, and community churches in providing
better health outcomes.
Theoretical Rationale
The researcher has identified two theories appropriate for this study—the first is
critical race theory (CRT). CRT is an academic and explanatory model that scrutinizes
the appearance of race and discrimination across leading cultural methods of expression.
The second theoretical framework is the model of successful aging, (Rowe & Kahn,
1998) which includes the concept of spirituality.
Critical race theory captures the societal relationship of racism and discrimination
toward the impact on the African American community and how systematic racism has
affected African American men's health. This study examined the self–care awareness of
middle-aged African American men and their spiritual beliefs and systematic barriers to
healthcare.
African American men have the worst health status of all ethnic groups (CDC,
2014), and finding better ways to navigate the health care system will produce better
health outcomes. African American men have reported that mistrust and racial
discrimination are the primary reason for not seeking medical services (Armstrong et al.,
2013). The lack of quality health insurance also significantly affects finding and
maintaining healthcare (Riley et al., 2016).
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The Affordable Care Act (ACA) helped secure healthcare insurance for millions
of Americans; the uninsured rate for African Americans declined after the law. More than
20 million Americans had gained health coverage under the ACA, and 2.8 million were
African American (Garrett & Gangopadhyaya, 2016). Though this group has made
significant strides in obtaining health coverage, they will still be more likely to be
uninsured than White Americans (U.S. Census Bureau, 2019).
These conditions indicate the critical race theory framework proposes racial
power and white supremacy over time. The law may play a role in this process of
oppressing African American men in their pursuit of healthcare equity.
The objective of finding better ways to maximize the health of middle-aged
African American men is through self-awareness of self-care practices and their spiritual
beliefs. Very few studies have concentrated on spirituality and health and its relationship
with African Americans (Ellison et al., 2010), demonstrating the importance of this
research.
African American men suffer from higher rates of hypertension than any other
ethnic group (CDC, 2014). Studies have indicated that cooperative spirituality was
associated with lower blood pressure among African Americans but not Whites (Steffen
et al., 2001). Spirituality is also responsible for providing comfort in times of hardship
(Pargament, 1997) to those who frequently attend religious services. African American
men and women and women from other ethnic groups tend to be more involved in
religious participation (Levin et al., 1994; Taylor et al., 1996).
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These theories represent the primary framework for the study of the perceptions
of middle-aged African American men (MAAM). The research analyzed how MAAM
can manage self-care practices and explore the various support systems and barriers.
Critical Race Theory
Critical race theory is a theoretical framework in the social sciences that uses
critical theory to examine society and culture related to race, law, and power (Delgado &
Stefancic, 2012). In reviewing this approach, CRT attempts to understand how victims of
systematic oppression and discrimination are affected by the cultural perceptions of race
and how they can navigate the themes of white privilege, microaggressions, institutional
racism, and intersectionality.
CRT was developed in the mid-1970s by scholars Derrick Bell, Alan Freeman,
and Richard Delgado, to what they identified as a dangerously slow progression in equal
rights following the civil rights movement of the 1960s. Unlike traditional civil rights,
which stress incremental and step-by-step progress, CRT questions the foundation of the
liberal order, including equality theory, legal reasoning, enlightenment rationalism, and
neutral principles of constitutional law (Delgado & Stefancic, 2012). Other CRT scholars,
Kimberlee Crenshaw, Mari Matsuda, and Patricia Williams, also shared an interest in
exploring racism as an everyday life event in America.
Looking through the lens of CRT this study examined the perceptions of middleaged African American men, how they navigated through unwelcoming healthcare
practices as they adopted approaches to avoid systematic racism and cultural insights, and
how they can represent themselves and counter bias outcomes.
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Model of Successful Aging and Positive Spirituality
Rowe and Kahn (1987) defined successful aging as avoiding disease and
disability. They subsequently updated their model to include the maintenance of
cognitive and physical function and engagement in social and productive activities (Rowe
& Kahn 1997, 1998), making it more viable for future intervention research (Riley,
1998). This research study introduced positive spirituality to the Rowe and Kahn (1998)
model. The extended model explored older individuals who successfully rely on
spirituality as an essential and positive aspect of their lives while not marginalizing those
who do not seek the idea of spirituality. Dull and Skokan (1995) explained the relation
between the body’s immune system and the concept of spirituality in their cognitive
model. Their model hypothesizes that the multifaceted approach of beliefs based on
religious affiliations can influence all facets of daily life.
Statement of the Purpose
This phenomenological study addressed the gap in research between middle-aged
African American men and their self-care protocols, spiritual practices, and capacity to
age successfully. The WHO (1946) defines successful aging as the absence of disease and
disability. It also states it must have the ability to maintain physical and mental wellbeing, resulting in a meaningful and productive life. The study also investigated how
middle-aged African American men satisfy their self-care needs and whether spiritual
motivation is a factor for successful aging. The study also examined the systemic racism
that produces barriers to quality health care for middle-aged African American men aged
44-64.
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Research Questions
The research study questions were:
1. How do middle-aged African American men define self-care and spirituality?
2. What are the significant barriers to self-care practices among middle-aged
African American men?
3. What are the coping strategies for self-care amongst middle-aged African
American men?
Significance of the Study
Part of the challenge for middle-aged African American men is accessing quality
health care while understanding that their race and ethnicity are decisive variables for
receiving treatment. African American men continue to have the highest hypertension
and heart disease rates than any other ethnic group (CDC, 2020). This study spoke
directly to these individuals and their family members. By providing proven
interventions, middle-aged African American men may provide a platform for alternative
ways to enhance their mental and physical well-being. This data may also be helpful to
mental health workers, social service providers, and other healthcare professionals who
may be providing services for African American men.
Definitions of Terms


African American – a person who has origins in any of the Black racial groups
of African descent



Self-care – this concept is defined as the maintenance of healthy lifestyles and
encompasses the concepts of (a) knowledge and health literacy, (b) mental
well-being, (c) physical activity, (d) healthy eating, (e) risk avoidance or
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mitigation, (f) good hygiene, and (g) rational and responsible use of self-care
products and services (International Self-Care Foundation, 2014).


Spirituality – is a personal quest for understanding answers to the ultimate
questions about life, meaning, and relationships to the sacred or transcendent,
which may (or may not) lead to or arise from the development of religious
rituals and the formation of a community (Koenig et al., 2001, p. 18)



Working-class – people with comparatively little power or authority when
they work or act as citizens. They are the people who do their jobs under more
or less supervision, have little control over the pace or content of their work,
and do not supervise others (Zweig,2004).



Middle-age – people between the age of 45-65 (Shinan-Altman & Werner, 2018)



Racism – is the belief in the superiority of one race over another (Newman, 2012)



Mindfulness – maintaining a moment -by-moment awareness of our thoughts,
feelings, bodily sensations, through a gentle, nurturing lens (Greater Good Science
Center, 2022)



Gratitude - is a positive emotion that involves being thankful and appreciative and is
associated with several mental and physical health benefits (verywellmind.com,
2021).



Postpone self-care – to put off or neglect your physical and mental well-being.

Chapter Summary
The chapter represents an overview of the limited studies in the literature on the
research surrounding middle-aged African American men and their awareness of their
self-care practices. This study sought to understand how middle-aged African American
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men navigate through the systematic racial issues of healthcare and establish their selfcare practices as they successfully age. The primary theoretical frameworks leading this
study are critical race theory (Delgado & Stefancic, 2012) and the model of successful
aging (Rowe & Kahn, 1997, 1998).
Chapter 2 will highlight the history of systemic barriers to middle-aged African
American men and the pursuit of health care equality. It will also give credence to the
benefits of spiritual consciousness and the history of racial discrimination in health care.
Also, the literature may provide a realistic forecast on interventions that will help
promote better health outcomes for middle-aged African American men. Chapter 3
provides details of the research methodology for this study. Chapter 4 outlines the
findings of the study and Chapter 5 highlights implications of the findings, limitations,
and recommendations for the future.
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Chapter 2: Review of the Literature
The purpose of the phenomenological qualitative study was to understand the
self-care experiences of middle-aged African American men and their perceptions,
limitations, and spiritual belief practices of self-care as they continue aging. This chapter
discusses the following: (a) theoretical framework, (b) background, (c) African American
rituals of self-care, (d) African American spiritual practices associated with self-care, (e)
history, (f) self-care, (g) health, (h) racism and discrimination, (i) poverty, (j) mistrust, (k)
spirituality, and (l) chapter summary.
The term self-care can occur in several variations. Henry and Holzemer (1997)
describe self-care as activities performed by the individual to achieve, maintain, or
promote maximum health. Dill et al. (1995) define self-care as the range of
methodologies employed by the individual to recognize and evaluate symptoms and then
either treat those symptoms or seek advice without treatment. This research analyzed
middle-aged African American men and their perception of self-care and everyday
practices. It also examined the role of spirituality and racism in health and well-being.
It is not coincident that African Americans are the unhealthiest population in
America. CRT highlights the effects of race on one's social standing. It originated as a
challenge to racial inequality and affirmative action since civil rights legislation. CRT
was a response from legal scholars to the idea that the United States had become a colorblind society where racial inequality and discrimination were no longer in effect.
Delgado and Stefancic (2012) explained the basic tenets of the CRT. The authors
state that racism in America is not aberrational and is considered a normal science or an
everyday practice, particularly for people of color. In addition, this country’s idea of
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white supremacy serves an essential psychological and materialist purpose. The authors
believed that racism will be brutal to abolish because of its deep roots in America.
Because racism benefits both the White elite (materially) and the working class
(physically), a substantial portion of society has little interest in eliminating it.
Delgado and Stefancic (2012) also reported that triumphant civil rights victories
may have benefited the elite Whites more than helping African Americans. Another
critical theme to arise from CRT is the social construction hypothesis that believes that
races are products of social thoughts and relations. The authors state that races are groups
that society invents, manipulates, or retires when convenient. Organizations will continue
to disregard scientific statistics and create and bestow races with false-permanent
attributes.
Rowe and Kahn (1997) indicated the allowance of intervention studies to
recognize basic strategies to enhance the well-being of older adults. The researcher will
expand the Rowe and Kahn model with middle-aged African American men to include
the spirituality method. This literature has found a correlation between middle-aged
African American men, spirituality, and the reduction of disease and disability, allowing
them to remain active in their self-care. Furthermore, positive spirituality nurtures active
engagement in life through meditation, community events, prayer, and other religious
practices.
Background
The concept of self-care for African Americans has existed since their inception
in America (Fett, 2002). The history of self-care's political origins started with the
women’s and civil rights movements of the 1960s and 1970s. We know little about the
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self-care practices of African Americans. We know much less about the self-care
practices of chronically ill patients who lack access to healthcare and the 10.1% who do
not have health insurance (Starkey & Bunch, 2020).
America's health care system was failing poor communities and people of color,
so activist organizations prepared to give those communities free or low-cost resources to
better care for themselves. The Black Panther party took on this feat in the late 1960s,
which created the Peoples Free Medical Clinic as an alternative to private and public
hospitals and health care facilities. The clinic played a vital role in the community,
serving as an awareness center for African Americans' genetic diseases and providing
essential medical services. The clinic also gave underserved communities access to
quality health care and shielded them from the systemic racism and discrimination in
health care institutions. In addition to health care, the Black Panther party wanted a
wellness-based approach for food security, childcare, banking, and safety for their senior
citizens.
The women's rights movement of the 1970s also adopted those practices used by
the Black Panther party and presented those underserved communities with an
opportunity to alternate from conventional health care providers. These new centers
enhanced attendance to women’s services by providing safer, non-judgmental care. These
new centers also offered the women a place to discuss their health and reproductive
concerns and learn more about their bodies.
African American Rituals of Self-Care
The concept of self-care has been a factor for African Americans (Fett, 2002).
The International Self-Care Foundation (2014) defines self-care as maintaining a healthy
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lifestyle. It encompasses the concepts of (a) knowledge and health literacy, (b) mental
well-being, (c) physical activity, (d) healthy eating, (e) risk avoidance or mitigation, (f)
good hygiene, and (g) rational and responsible use of self-care products and services. The
National Museum of African American History and Culture (NMAAHC) (2014) states
that self-care at its core refers to a person's mental and physical well-being, which
includes a wide range of activities to care for ourselves, often without consent of a health
care provider. Although little evidence exists about African Americans' self-care rituals,
we know less about the self-care practices of middle-aged African American men.
NMAAHC articulated the everyday stressors of African American and African
American males in America. They emphasize that self-care is not the same for everyone
and believe in stress and anxiety reduction through meditation and exercise, journaling
your thoughts, improving your sleep, and taking time to reflect and breathe. Selbert
(2019) reported that part of the self-care ritual for African American men should include
seeking a therapist for their mental health needs, finding a primary care physician and
utilizing them, and focusing on their diet. Gabbara (2021) insists that African American
men must focus more on personal hygiene, making them feel good. In addition, the
author promotes diet and exercise, practicing yoga, talking it out, and increasing sexual
activity for stress reduction.
African American Spiritual Practices Associated with Self-Care
Koenig et al. (2001) defined spirituality as a quest to understand life and
relationships and how these relate to religious rituals and the establishment of a
community. White and Schim (2013) noted that African American women with heart
failure cited prayer or meditation, and attending their spiritual or religious services as
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supportive. In addition to reading an inspirational or sacred text, mending or developing
personal relationships, and being in nature, walking or running was central to spiritual
well-being. Faith leaders in the African American community have played a habitual role
in healing and counseling their parishioners and believe in self-care. Sayles (2020)
reported that self-care is not just for the congregate but also congregational leaders. The
author wrote that church leaders promote self-care because of the current pandemic and
want parishioners, church leaders, and staff to read their Bible, exercise, pray, meditate,
continue being a child of God, and follow Jesus.
History
The history of self-care for middle-aged African American men and their
perceptions of self-care practices have not been studied broadly. The primary reason is a
history of racism and discrimination within research and healthcare organizations. When
researchers journal the issue of race, White academics are primarily the writers and
exclusive editors. This action is still prominent today, as noted by Roberts et al. (2020)
who report that race relations in notable psychological research publications are rare.
Roberts et al. (2020) also cited that the editor-in-chief position is instrumental in
influencing the ideas of an entire community. The authors believe these editors were the
primary gatekeepers responsible for published research and wanted to explore these
editors. The authors surveyed journals and found that between 1974 and 2018, there were
60 editors. Of those 60 editors, 83% were White, and for those race-related publications,
87% were by White editors, and people of color conducted 5% of the edits. The authors
concluded that top-tier psychological journals were governed by White psychologists,
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suggesting they control who and what is included or excluded in scientific journals. The
authors cited structural racism in research as the leading cause of the disparity.
Self-Care
In her book, Fett (2002) described how the history of slavery and the
establishment of race greatly affected the subtleties of southern plantation treatment. The
author argued that enslaved Africans had a variety of healing techniques that came to
America from fellow captives from different African regions. This included prisoners
from Igbo, Kongo, Yoruba, Bambara, and many others who translated, combined, and
transformed their unique healing traditions to survive in the New World.
These African remedies and beliefs were significant to antebellum African
American doctoring practices. The author also stated that Africans and European
newcomers also relied on the help of the Indigenous Americans for their botanical
expertise in healing. Fett said that enslaved African women were at the forefront of
recovery. They grew herbs for medicine, cared for the sick, prepared the dead for burials,
and attended and assisted in the births of Black and White children across the South. Fett
also revealed how self-care originated by enslaved Africans who, despite their enslavers'
wishes, took control of their well-being by seeking African American practitioners.
Enslaved Africans defied their overseers and enslavers when it came to healing
practices. White practitioners and enslavers in the southeast did not know about the
Kongo-based hoodoo practices used in South Carolina and Georgia, nor those enslavers
from Mississippi and Louisiana. They did not understand the Yoruba and Benin region
practices of voodoo used for spiritual and physical healing.
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Fett (2002) concluded that conflict was at the forefront of self-care for African
Americans in their pursuit of control over their health. Enslavers used the power of the
law, state-sanctioned violence, and legal ownership of Black enslaved bodies to justify
their control over the health of the enslaved. Enslaved Africans countered this by having
medical self-care knowledge, confidence in their abilities, and many techniques that were
proven and passed down from previous generations.
Gabbara (2021) reported that African American men are not fully committed to
taking care of themselves and are more likely to neglect their health, nor see a doctor
when exhibiting symptoms of illness. The author believed it is never too late for Black
men to start a self-care program and offered five recommendations for better health
outcomes. Gabbara noted that Black men need to enhance their diets with more fruit and
vegetables, improve oral hygiene by brushing and flossing daily, learn how to meditate in
yoga, talk it out with friends or licensed professionals, and engage in more sexual
intercourse for added stress reduction.
Selbert (2019) reported on the state of health of African American men and the
long history of mistrust with health care providers. The author believed African
American men are not living to their fullest potential. The author reflected on the results
of his own physical examination, which displayed elevated cholesterol levels and high
blood pressure. The author monitored his A1C numbers because of his family history of
diabetes. Selbert noted that he did not want to take various drugs to survive as a senior
citizen. The author said he needed a lifestyle change and offered six tips for the men who
want to create a self-care routine. Selbert (2019) believed in starting a 20-minute daily
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exercise pattern, seeking mental health from a therapist, getting a monthly massage,
reducing your stress level, changing your diet, and finding a primary care physician.
The NMAAHC (2014) reported no single prescription for self-care. NMAAHC
believes that self-care plans need to be customized to fit each individual. NMAAHC
reported that we need to be more in tune with our bodies, hearts and minds, and think
about taking bits of advice from a trusted loved one or friend. Self-care should not be an
emergency response when stress has become overwhelming, nor should it be a heavy
addition to your everyday routine. The article reflects the importance of mindfulness,
meaning a moment-by-moment self-awareness of your thoughts and feelings,
surroundings, and bodily sensors. The report also emphasized three self-care modules:
thinking about your self-care, talking about your self-care, and acting on your self-care.
Lorde (2017) illustrated that self-care is an act of resistance and that performing
self-care tells the world that you are worth it, despite what society's saying about you.
Although self-care was already a valuable tool for poor communities, the lesbian, gay,
bisexual, transgender, and queer (LGBTQ) population and people of color, the act of selfcare became a rallying call to dismantle a system that worked tirelessly to keep them
down and out. Lorde (2017) believed members of this resistance were fighting against
racism and discrimination.
The idea of being healthy, both physically and mentally, was at the core of their
fight for equality. Lorde (2017) believed we needed each other to survive, thrive, and
honor our self-determination. Lorde stated that we as individuals have the right to fight
for our lives by any means necessary. She reminded us of the worth of each individual,
and that no one is disposable. Lorde referred to the social injustice going on in
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marginalized communities. Those groups are hurt, isolated, silenced, murdered,
imprisoned, disappeared, and deported. The author stressed unity, community love
beyond governmental institutions, and the importance of self-preservation and self-care.
Dill et al. (1995) reported that if elderly subjects' symptoms are associated with
aging, they are more likely to illicit a passive or minimal self-care response. The authors
illustrated that senior citizens' past and present interpersonal relationships impact their
symptoms and the care practices that need to be employed. Looking at those individuals
and how they translate and react to situations affecting their health involves a better
understanding of their economic and social predicaments, personal history, health beliefs,
and self-help concepts. It also consists of the clarification of past and present ailment
experiences.
Health
The WHO (1946) defined health as being able to age with the absence of disease
and disability successfully and maintain physical and cognitive functioning. Established
by the Economic and Social Council of the United Nations in 1946, experts at a
Technical Preparatory Committee organized a program for the International Health
Organization in New York. Their chief guiding principles included the attainment of
health to its fullest. The WHO's primary goal is to achieve a justifiable allocation of
health resources so the world's people can live a life of productivity, both socially and
economically. The program includes the benefits of psychological and medical-related
knowledge extended to all people without borders. It does not allow interference by
economic or political motivators.
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The literature highlights the health and well-being of African American men
throughout the history of the United States. In 2017, the life expectancy for African
American males was 71.9 years compared to White men, who averaged 76.4 (CDC,
2019). This is a difference of 4.5 years. This reduced life expectancy arises from several
factors. Middle-aged African American men will experience higher death rates from
diabetes, cancer, homicide, heart disease, stroke, and perinatal conditions.
Additionally, the CDC (2020) highlighted the disproportionate burden on African
American men in the US due to high blood pressure and heart disease. The agency stated
that African American men have the most elevated hypertension and heart disease rates
of all ethnic groups. The CDC reported that a more robust intervention was needed
through legislation and multimedia to target the African American community. The
agency also offered resources and intervention education to the community's health care
facilities and state and government agencies.
The U.S. Department of Health and Human Services (2014) noted that African
Americans are 3 times more likely than Whites, and Hispanics are nearly 1.5 times more
likely than non-Hispanics, to develop end-stage renal disease kidney failure. Also,
African Americans were 3.5 times more likely to be diagnosed with end-stage renal
disease and 2.3 times more likely to be hospitalized for lower limb amputation than
White Americans. The data concluded that African Americans were twice as likely to die
from diabetes than non-Hispanic Whites.
Riley et al. (2016) reported that the U.S. healthcare system does not work well for
African Americans and that, on average, African Americans continue to have the worst
access to care. They receive a lower quality of care and have the poorest health outcomes
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of all ethnic groups in America. Riley et al. (2016) reported that African Americans were
significantly more likely than their White counterparts to die from preventable or partial
treatable health conditions when diagnosed promptly because of the poor health treatment
for this population. Additionally, one in four African American adults ages 18 and over
(24%) reported in 2014 that they did not have regular access to health care, personal
doctor, or health care providers compared with fewer than one in five Whites (18%)
(Riley et al., 2016). Riley et al. (2016) concluded that a more just health care system is
only part of the solution to overcoming the historic malfeasance bestowed upon African
Americans. America needs to ensure a better quality of life comparable to other
Americans.
Sanger-Katz (2020) suggested that President Donald Trump’s administration's
proposed budget for 2021 would produce significant cuts to student loan projects and
safety net programs. The administration's reductions would affect Medicaid spending on
health programs for America's disabled and poor. These budget changes would decrease
Medicaid admission. The Congressional Budget Office cited that the reductions imposed
could cause some states to eliminate their Affordable Care Act expansion to adults
without children (Sanger-Katz, 2020).
These changes will make Medicaid recipients subjected to resource testing and
employment eligibility. States that want to receive those funds must provide eligibility
for the program for budgetary proposal. In addition, those states that wish to reserve their
Medicaid expansion under the Affordable Care Act would pay the medical bills of those
patients incrementally, which increased. The new budget would also decrease the funding
for healthcare providers who serve a disproportionate share of the uninsured.
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African American men are disproportionately unemployed and have higher
unemployment rates than other ethnic and gender groups. African American men with
lower-paying or blue-collar jobs also suffer from the absence of health insurance, as
noted by Levitt et al. (2012). Levitt et al. (20120) hypothesizes that the deficiency in
health coverage for African American men is due to their inability to secure better-paying
jobs that offer health insurance.
Less-educated African American men who cannot find full-time employment
often settle for involuntary part-time work. These part-time jobs do not offer health
insurance. Other proximate causes for low-wage jobs and lack of education are skill level
and work experience. The ultimate causes of not achieving employment for African
American men are racism and discrimination (Levitt et al., 2012).
Garrett and Gangopadhyaya (2016) cited that between 2010 to 2015, 15% of
African Americans (2.8 million) gained health insurance through the ACA. The authors
cited that Americans from every state gained health insurance and reduced the uninsured
to a record low of about 20 million. However, many states did not expand Medicaid
under the ACA, such as Georgia, Alabama, Missouri, Tennessee, Mississippi, as well as
nine other states that refused.
These states would have received nearly 60% of their funding for helping their
poorest residents receive insurance. Garrett and Gangopadhyaya (2016) stated that most
uninsured individuals were males between 19 to 64 years old, were lower-income
earners, and had less than a high school education. The authors concluded that those
states that did not expand their Medicaid coverage would disenfranchise African
Americans and poor people of color.
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Both Sanger-Katz (2020) and Garrett and Gangopadhyay (2016) argued that the
United States plays a pivotal role in the well-being of all its citizens for adequate health
care. It would be a mistake to cancel or terminate the ACA with nothing to replace it.
The CDC (2014) reported that African American men have the worst health
statistic in the US and the lowest life expectancy of all ethnicities of both genders. The
data summarized the health of African Americans by gender through national health
statistics, state and local data, national vital systems, and national health interview
surveys. The data gave a bleak picture of the state of African Americans in America,
illustrating the lowest health outcomes of all ethnic groups with African American men
having the worst health outcome and future prognosis of all racial groups.
The National Cancer Institute (2019) showed that African American men and
women have the highest cancer death rates. The report indicated continuing racial and
ethnic disparities in cancer mortality and incidence. When data for people of all ages
were combined and compared by sex across racial and ethnic groups, Black men and
Black women continued to have elevated rates of both cancer groups combined, and
account for about half of the most common cancers in men and women. The primary
question for this study was why African Americans were exhibiting the highest rates of
cancer among all ethnicities and what the causes were. The works of literature reaffirm
the need for a better understanding of the health care practices of the African American
community.
Chard et al. (2016) established that 33% of adults aged 65 and older have type 2
diabetes, with older African Americans having a higher percentage of developing
diabetes and other related diseases correlated to diabetes. Given this frequency, the
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conceptualization of successful aging needs to be highlighted for disadvantaged ethnic
groups with diabetes and other chronic illnesses. Chard et al. (2016) reported that African
Americans aged 50 years and older living with diabetes in Baltimore, Maryland described
a history of inequality and violence as part of their lives. The results helped address this
gap by examining the subjective construction of well-being among urban African
American adults with type 2 diabetes. Chard et al. (2016) illustrated that successful aging
remains an essential model of well-being for those individuals. Additional studies will be
needed to identify how economically and socially deprived older adults experience wellbeing, including their roles in life events.
Chard et al. (2016) also questioned whether self-care was relevant for
disadvantaged older African Americans. Perhaps to strengthen this theory, the authors
needed to compare those results with African Americans who were not living in poverty.
Is there a correlation between poverty, diabetes, and the onset of new debilitating health
issues?
Gilbert et al. (2016) cited that there have been moderate improvements in African
American men's health. However, the group continues to have the worst health status of
most ethnic groups. The authors cited that previous studies on African American men
have been narrow and based on four perspectives: (a) maladaptive behaviors, (b) the
victimization and systematic racism and oppression of Black males, (c) approaches to
promote adaptive coping to racism and other structural barriers, and (d) African and
African American cultural health-promotion strategies. Gilbert et al. (2016) concluded
that to better the health of African American men it is imperative to look at other
contributing factors that disenfranchise the population and those institutional, systemic
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policies and forms of discrimination such as the prison system, Jim Crow laws, de facto
segregation, and lynching. These and other forms of discrimination against African
Americans in present-day U.S. society continue to produce and sustain health inequities
in the African American communities.
Hawkins and Mitchell (2018) looked at the ineffective communication between
African American patients and doctors. The authors cited the history of racial
discrimination and inequities within the healthcare profession against African Americans
and abuse from the healthcare community. Hawkins and Mitchell described the
invisibility of African American men by physicians who spend little time with them, who
do not explain treatment procedures to them, and who do not respect their intelligence.
These actions make African American men less likely to do follow-up visits or seek
preventive care than any other ethnic group. The consequence of this prolongs treatment
and sends African American men to the emergency room where their illness becomes far
worst or terminal. Hawkins and Mitchell (2018) argued that other factors contribute to the
situation, citing fear, lack of insurance, and the inability to obtain an African American
doctor. They concluded that there needs to be more diversity in healthcare to increase
better health for African American men.
Alsan et al. (2019) examined the effect of general practitioner workforce diversity
on preventative care for African American men. The research study was conducted in
Oakland, California, where randomized African American and non-African American
male doctors were connected to African American men. The authors used a two-stage
design that measured the patients' decisions pre-consultation and post-consultation
meetings with their allocated physician. The subjects selected a comparable number of
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preventative services in their pre-consultation forum but were more likely to choose
every preventive service, specifically invasive services. These decisions were made by
African American men coupled with African American male doctors. The authors argued
that African American male doctors have a far more significant influence on African
American men than White doctors. Alsan et al. (2019) concluded that African American
physicians could reduce the Black-White male health gap in preventable diseases like
cardiovascular disease, high blood pressure, diabetes, and colon cancer.
After reporting their data for the heart disease and stroke statistic update
circulation, authors Benjamin et al. (2018) cited that African American men have a
higher occurrence of hypertension and obesity than their White male counterparts. The
authors reported that the apparent reasons for high blood pressure and obesity were food
insecurity, environmental factors, and inequities in housing, the workplace, education,
and income. The authors believed that unhealthy foods and unsafe places to be physically
active were the main contributors to this occurrence. Benjamin et al. (2018) did not think
that this was universal to all African descent. This incident appeared unique to African
Americans who resided within the United States.
Also exclusive to African American men is the data provided by the American
Cancer Society (2019), which reported that prostate cancer has significantly declined in
the United States among all men, with an exception for African American men. The data
indicated that African American men were twice as likely as White men to die of prostate
cancer and had above-average prostate cancer deaths among all ethnic populations in the
United States. Theories for the high cancer rates include disparities in health care access,
biological factors, and behaviors. The report indicated that better health literacy promotes
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better self-care and proactive measures for improving and understanding health care and
promotion.
This finding was also reiterated by DeSantis et al. (2019) who stated that African
Americans bear an inconsistent share of the cancer burden. The authors simplified their
findings by saying that African Americans have the highest death rates and the lowest
possible survival rate of any ethnic class for most common cancers. The authors cited
data from the American Cancer Society, the National Cancer Institute, and the North
American Association of Central Cancer Registries. The authors noted that roughly
202,260 new cancer cases would result in 73,000 cancer fatalities among African
Americans. The authors believed that to continue cancer reduction among African
Americans and to reduce the disparities, it will require more access to prevention
techniques and earlier health screen detections.
The U.S. Census Bureau (2019) indicated that obtaining health insurance varies
between cultural and ethnic groups in the United States. The article highlighted the
disparities in health insurance for racial and ethnic groups, which accounted for the
substantial difference in accessibility to health care. African Americans, compared to
Whites, have had continuously lower insurance enrollment rates for all ages. African
Americans and non-White Hispanics in America will likely be uninsured throughout their
adult lives. African Americans without insurance will face extensive barriers in attaining
health care. Individuals without health insurance and needing to see a health care
provider risk paying higher fees (The Century Foundation, 2022).
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Racism and Discrimination
Sherman and Grande (2019) discussed that although there is a rapid technology to
deliver Mhealth/EHealth care services (healthcare services provided through a
mobile/electronic device) for the future of patient-centered care in this country, African
American men continue to be absent from the process. Despite this advancement in a
patient-centered health plan, reports of health inequities and substandard health care
continue to be reported by national, state, and community health care services. Sherman
and Grande (2019) argued that the core of these injustices is accessibility, institutional
and systematic racial discrimination, health literacy, and the growing mistrust between
those medical institutions and those healthcare providers.
Sherman and Grande (2019) reported that these innovative health care services
reach limited populations of people of color, specifically communities of African
American men. The authors stated that African American men have a history of health
discrimination and unsatisfactory encounters with health care providers. The M/Ehealth
initiative could help this population by delivering better health care management by
tailoring those mobile devices to support better resources for health education, social
support, health promotions, and better relationships with the primary care provider.
Sherman and Grande (2019) believed this is an excellent opportunity for the healthcare
community to make significant gains in the health and well-being of African American
men.
Arnett et al. (2016) revealed that the unequal treatment in receiving adequate
health care in African American communities is very different from their White
counterparts. The research illustrates that these barriers include the physical vicinity of
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the healthcare facility, adequate insurance, and competent healthcare providers. Arnett et
al. (2016) suggested that because of the unethical and racial discrimination inherent in
the healthcare system, African Americans are reluctant to use their neighborhood
healthcare facility, which may account for the underutilization of primary care locations.
The authors point us to the Civil Rights bill of 1964 and Medicare in 1965 which made
healthcare segregation illegal, yet these practices still exist by de facto systemic authority.
Critical race theory provides a possible explanation.
And still, in America, African Americans and other people of color encounter
inconsistencies in the pursuit of quality healthcare. Hall et al. (2015) surmised that
compared to White people, people of color encounter more obstacles in accessing health
services which consist of managing chronic diseases and acute treatment preventative
services. The authors also illustrated those patients' dissatisfaction with their health care
resources and providers. They referred to the National Healthcare Disparities Report,
highlighting that White patients receive better healthcare than Asian, American Indian,
Hispanic, and African Americans. Hall et al. (2015) concluded that most health care
providers have a positive attitude toward White patients and negative attitudes toward
people of color. Present and future studies need to emphasize the role of implicit bias in
the health care system.
Because of implicit bias, Hoffman et al. (2016) cited that African Americans'
undertreatment of pain is systemic compared to White Americans. The authors examined
whether racial and false beliefs toward African Americans and people of color
contributed to receiving less accurate treatment recommendations and health literacy. The
findings suggested that medical students may hold incorrect opinions about the biological
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differences between Black and White patients that may interfere with making an accurate
medical judgment. This contributes to discriminatory treatment planning and pain
management practices (Hoffman et al., 2016).
Meghani et al. (2012) examined a meta-analysis and systematic review of
analgesic treatment disparities for pain management in the United States and synthesized
20 years of cumulative evidence on racial and ethnic disparities in analgesics. The
researchers examined the evidence for (a) the magnitude of the association between race
and ethnicity and analgesic treatment; (b) subgroups at an increased risk; and (c) the
effect of moderators (setting, study quality, type of pain, and data collection) on the
association. Their findings indicated that African Americans experience a higher number
and magnitude of disparities than any other racial group in the study.
Hoffman et al. (2016) and Meghani et al. (2012) agreed that there was a racial
divide in diagnosing and treating the African American community. They appeared
doubtful that these disparities would disappear and that an intervention was needed to
address the systematic discrepancies in pain management for African Americans.
Poverty
Zonderman et al. (2016) noted that African American men living below the
poverty status had 2.66 times higher mortality risk than African American men living
above the poverty status. Also, White men who lived below the poverty status had
approximately the same risk as those lower-tier African American men. The authors also
noted that cardiovascular disease was the most prevalent cause of death, followed by
cancers, lung cancer being the most common cause of death. Zonderman et al. (2016)
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noted that poverty among African American men continues to affect educational
attainment, income, participation in the labor market, marital status, and life expectancy.
Kirkpatrick et al. (2012) explored the dietary difference in racial and ethnic
populations to identify the relationship between dietary intakes and health disparities. The
authors cited that most Americans fall short in meeting nutritional recommendations.
Included were households with a higher socioeconomic status and ethnicity/race.
However, the authors reported that some subpopulations with lower-income and African
American families fall even shorter. The authors concluded that low-income families and
African Americans are impoverished regarding their diets and their ability to follow
dietary recommendations for better health outcomes. African Americans and other lowincome individuals must contend with food insecurity and live in food deserts. The
instability of nutritious food contributes to the onset of many preventable disorders.
Elsheikh and Barhoum (2013) reported that food insecurity in America has
reached a record high level, affecting low-income and people of color. The authors cited
that food insecurity is not because of a lack of food in the US but racial and structural
disparities that affect African American communities. The authors illustrated that food
insecurity is just part of the systematic racism that African Americans must endure.
Elsheikh and Barhoum (2013) cited that food insecurity is part of the discrimination
package and should be associated with housing, education, employment, and other forms
of systematic racism. They argued that for low-income individuals and people of color,
accessibility to better and healthier food choices can be daunting. Economic and racial
inequalities continue to be prevalent in the inner cities, and reducing these disparities
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needs aggressive coordination by federal, state, and local governments (Elsheikh &
Barhoum, 2013).
Mistrust in the Healthcare System
Distrust related to the health care system is a potentially important cause of racial
disparities in U.S. health care. Armstrong et al. (2013) noted that African Americans have
experienced the burden of health care system distrust (HCSD) and have experienced
racial discrimination at a greater level than White Americans. The authors cited that the
reasons for higher distrust among African Americans experiencing racial discrimination
in HCSD are unknown. Efforts to eliminate racial discrimination and restore trust given
prior biases are needed.
African Americans report higher levels of HCSD than Whites based on the
history of the United States. African Americans also have been found to have higher
levels of medical mistrust (another measure of healthcare system distrust that focuses on
healthcare organizations) and lower levels of trust in their physicians. Furthermore,
Armstrong et al. (2013) cited healthcare-related distrust was associated with lower rates
of recommended disease prevention and treatment of acute and chronic illness and worse
health status.
Hammond (2010) surmised that African American men's mistrust of healthcare
providers and organizations needed further examination. It may be due to racism and
discrimination in the healthcare organization. The author reported that African American
men and the health care system have had a history of neglect and violence from the
inception of slavery to the Tuskegee syphilis experiments that left African American men
with very little hope of receiving adequate healthcare.
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Hammond (2010) concluded that African American men were vulnerable during
their interactions with the healthcare system. The accumulation of negative encounters in
the healthcare system and social environments gives a negative healthcare outcome. It
has become a barrier to better health. Hammond (2010) contended that African American
men attend fewer annual check-up visits because of the mistrust and racial indifference
compared to White patients. As a result, they are less likely than African American
women to seek medical services from a doctor.
Brown (1855/2018) dictated his history of being enslaved in Georgia to Louis
Alexis Chamerovzow. Chamerovzow was the secretary of the British and Foreign AntiSlavery Society. Brown was an illiterate African American man who went by Benford or
Fed while in slavery and took the name John Brown after escaping slavery and settling in
Canada. Brown (1855/2018) recounted being flogged as a child by enslaver James Davis
for stealing a watermelon and being given a garlic and rue mixture by his mistress to keep
him wholesome and robust for the market. Brown described the mistreatment performed
on enslaved people ranging from kidnapping, rape, and murder. Brown also described the
experiments performed on him by Dr. Hamilton in his quest to cure sunstroke in enslaved
people. Brown described fainting from the heated pit he was sitting in and being given a
variety of medicines to combat heat stroke.
Scarff et al. (2010) cited that African Americans remain absent from the medical
community due to healthcare and socioeconomic inequities. The authors noted several
reasons that affected the participation of African Americans in clinical trials, including
low health literacy, inadequate study designs, problems with the logistics of the study,
and the apprehension of African American perspectives. The authors argued that the
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historical view of African American men and medical research institutes was not good.
The Tuskegee syphilis study is one of many reasons for mistrust of academic research
participation, medical research, and investigations. Because of the mistreatment and the
extent of the deception, African American men have demonstrated a deep mistrust for the
healthcare system, healthcare providers, and the federal government which sponsored the
experiment (Scarff et al., 2010).
Skloot (2010) described the mistreatment of Henrietta Lacks, a poor African
American female tobacco farmer from the South. On February 1, 1951, Lacks visited
Johns Hopkins hospital in Baltimore, Maryland, due to severe pain in her cervical area.
Doctors diagnosed her with cervical cancer after a biopsy. Her tumor was distinct from
anything the attending gynecologist, Dr. Jones, had ever seen. Before administering
treatment for her carcinoma, researchers removed cells from her tumor without her
permission or knowledge. Lacks returned to Johns Hopkins 8 days later for a second visit
to have Dr. Gey remove more cell samples from her.
Dr. Gey discovered that Henrietta's cells could be kept alive and allowed to grow,
making her cells in demand; they were dubbed HeLa (Skloot, 2010). The HeLa cells were
instrumental in developing the polio vaccine, understanding the effects of radiation and
viruses, and uncovering the mysteries of cancer. The HeLa cells were the first to grow in
a laboratory and become immortal because they did not die after separation. These cells
catapulted gene mapping, cloning, and in-vitro fertilization research. The author stated
that over 11,000 patents involving the HeLa cell were generated, but her family knew
nothing of her immortality cell contribution until over 25 years later. Henrietta's husband
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and children did not profit from selling human biological material, which became a
multimillion-dollar industry.
Coole (1947) reported on the mistreatment of patients and deplorable conditions
in the Crownsville State Hospital in Maryland. The author detailed the three phases of
desegregation at Crownsville State hospital using institutional, oral histories, and patient
data. The author cited the poor conditions imposed on mentally ill African Americans
pre-desegregation. First, because of the poor conditions, its horrific mistreatment of
African Americans, and the absence of qualified staff, groups such as the NAACP and
African American community leaders demanded the desegregation of the care staff at
Crownsville in the late 1940s. Second, a skilled African American workforce was
introduced, creating a unique and morally sophisticated discussion about African
Americans' access to psychiatric therapy. Lastly, Health Commissioner Dr. Isadore Tuerk
desegregated all patients in all Maryland state hospitals. Although desegregation had
improved the Crownsville hospital and its staffing and patients, these achievements were
short-lived and swamped by deinstitutionalization and the push for outpatient services.
Crownsville had returned to its poor conditions by 1970.
In another example of mistreatment and deceit against African Americans,
Severson (2011) cited the inhumane medical sterilization practices administered by the
Eugenics Board of North Carolina. From 1933 to 1977, the board operated in
experimental genetic engineering. These experiments were once considered a lawful way
to enhance the genetic pool, keep welfare use to a minimum, and end poverty. Although
states like California and Virginia sterilized more people than North Carolina, the North
Carolina program had the nation's most aggressive eugenics curriculum.
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Those selected for state sterilization consisted of those individuals with low
intelligence quotients (IQ), those too feeble-minded to raise their children, uneducated
young women who were victims of rape, teenagers from poor large families, and those
with epilepsy. Severson (2011) concluded that although the eugenics program focused on
minorities, African Americans were disproportionately affected more than other ethnic
groups because they were often from large rural families, uneducated, and poor.
In addition to being poor and uneducated, mistreatment and unauthorized consent
for sterilization continued at Georgia's Irwin County Detention Center. Campoamor
(2020) reported on the findings of an independent medical review board that presented a
report to Congress detailing a disturbing pattern of gynecological surgical procedures and
insufficient informed consent at the Immigration and Customs Enforcement (ICE)
detention center.
The investigation started when ICE nurse Dawn Wooten urged a federal and
congressional investigation into the complaints. The complaints came from 19 women
who were detainees. Campoamor (2020) detailed how the women received unnecessary
gynecological procedures and treatments. Some of these techniques left the women
barren. Most of those women who received the treatments were Black and Latina.
Spirituality
Watkins et al. (2013) reported on the 4.9 million (18.7%) African Americans aged
20 years or older diagnosed with type 2 diabetes. The authors reported cerebrovascular
disease, amputations, and renal failure were higher than their White counterparts. The
authors continued to say that the complications of diabetes could be prevented or reduced
with optimal diabetes self-care. The authors noted that diabetic self-care can be daunting
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based on regulating diet, medication, and exercise. The authors used a cross-sectional
design that focused on previous control trial data. They used 132 African American
women who were single, obese, middle-aged, unemployed, and high school graduates, to
investigate if religion and spirituality are positively associated with type 2 diabetes
management.
Watkins et al. (2013) concluded that spiritual and religious beliefs were beneficial
in dealing with a chronic illness. Prior trials have validated the religious and spiritual
variables in reducing and managing hypertension, but few studies have examined religion
and spirituality for type 2 diabetics. Several themes were identified from the survey,
including spirituality as a vital component in diabetic care among those Black women
participants. God was called upon for help with diabetic management, support from
church members, and religion and spirituality correlated with glycemic control.
Polzer (2007) explored the spiritual relationship between African American
patients with type 2 diabetes and their health care providers and the role of self-care
/management. The author conducted a qualitative analysis that sampled 29 African
Americans with type 2 diabetes. They interviewed men and women between 40 and 75
and included five African American ministers from local churches. The patients believed
in having a spiritual relationship with their primary care providers as they managed their
illness. Polzer (2007) concluded that African Americans' self-care/management activities,
skills, and knowledge were paramount for diabetes management and that care identified
as spiritual was considered an essential component.
Steffen et al. (2001) explored the association between ambulatory blood pressure
(ABP), ethnicity, and religious coping. The study consisted of a 24 -hour ABP check
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from 155 women and men. Seventy-seven participants were White, and 78 were African
Americans whose blood pressure readings were taken during their daily activities or on a
typical workday. The authors reported that lower ABP did not register for White
participants but validated previous studies among African Americans and their ability to
lower ABP through religious and coping skills. Steffen et al. (2001) noted that blood
pressure readings varied when taken outside a clinic and that ABP was normal during
times of sleep and wakefulness.
Samuel-Hodge et al. (2000) recognized that diabetes is a severe problem in the
United States that affects minority populations. They also cited that African Americans,
particularly African American women, carry a larger than average load of this disease.
Understanding that diabetes can be a complicated chronic disease to manage, the authors
examined data based on previous limited studies of minorities with type 2 diabetes.
Samuel-Hodge et al. (2000) suggested that psychosocial factors, including social support,
ethnicity, socioeconomic status, coping skills, self-efficacy, and barriers to accessing selfhelp, could play a vital role in diabetes management.
Samuel-Hodge et al. (2000) developed a qualitative study to understand what
psychosocial issues influenced their behavior, including their physical activity, diets, and
other variables associated with African American women with diabetes who reside in the
South. The role of spirituality in the study created a better understanding of the answers
from the group. The women praised God for their present health and for taking care of
themselves. The women also talked about the church and the Bible, giving them mental
and social support in managing their diabetes. The words God, church, Jesus, Bible, and
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Lord intertwined with their health, and the women stated that their religious beliefs are
the cornerstones of their coping mechanisms.
Taylor et al. (1996) purported that the study of religious involvement of African
Americans and impact on health is limited, but they recognize that African Americans
have always had communities that promoted spiritual and religious well-being for
families and individuals. The authors investigated the differences in religious
participation through various nationwide samples and utilized several spiritual and
religious surveys. Taylor et al. (1996) concluded that African Americans have the highest
church or places of worship attendance rates than their White counterparts.
Dull and Skokan (1995) cited that a new research paradigm will give a better
insight into this connection after a long tradition of research on the relationship between
health and religion. The authors acknowledged that over 300 articles have been recorded
on the health and religious correlation but believe that medical professionals and social
scientists have ignored the association between those individuals' physical well-being and
religious participation. Dull and Skokan (1995) proposed that incorporating religious
beliefs into a system of psychoneuroimmunology and cognition (illusions and meanings
of events) will give another perspective to the study.
Dull and Skokan (1995) surmised that the cognition within religious belief
systems may be linked with bodily changes in the immune system and lead to a particular
health outcome. The authors believed that life events need to be viewed more
psychologically regarding religious beliefs. The authors concluded that more research is
necessary for this model because of the numerous limitations and challenges.
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White and Schim (2013) developed a reliable and valid instrument to assess the
spiritual self-care practices of African American women. The study involved 142 women
diagnosed with heart failure. The authors utilized the expertise and diversity of four
religious leaders: a Protestant minister, a Catholic priest, a Jewish rabbi, and Muslim
iman. Religious leaders used their critiques and validity for the Spirituality Self-Care
Practice scale (SSCPS). The SSCPS 36-item questionnaire gauged the patient's
participation in spiritual self-care in four areas: (a) ) interpersonal and spiritual practices,
(b) physical and spiritual practices, (c) spiritual practices, and (d) personal self-care
practices.
White and Schim (2013) noted that their SSCPS tool was reliable and valid for
measuring spiritual self-care practices of African Americans with heart failure. Patients
reported that attending religious services, reading the Bible, and other sacred and
inspirational literature was therapeutic. Prayer, meditation, hiking, being out in nature,
and developing and repairing relationships were all part of the spiritual self-care. The
authors concluded that spiritual practices used by African Americans can have a positive
effect on their lives and can improve their health.
Sayles (2020) described that during the COVID-19 crisis, spiritual leaders were
trying to care for and comfort their scattered churches. Leaders tried to conform and
remain relevant by offering virtual worship, online programming, Bible studies, and
encouraging financial giving, while many parishioners were experiencing job and income
loss. Some leaders were trying to provide other options for worship through Facebook,
Zoom conferences, and Viemo, among many different social media platforms.
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As church leaders continued to conform to the COVID-19 crisis, they also had to
carry the weight of losing parishioners, their church, and the burden of losing their jobs
(Sayles, 2020). Job loss toppled with the worries of friends and family and their feelings
of facing isolation and loneliness during the COVID-19 pandemic. Church leaders
advised their staff and church members to self-care by keeping their faith through reading
and studying, praying, reflecting, being still, and having focused conversations with their
faith community, even if it was virtual. Sayles (2020) concluded that for pastors and staff
to take care of others well, they must first care for themselves.
Chapter Summary
The literature has validated the everyday difficulties of African Americans in their
quest for racial and health care equity. The social reasons unique to middle-aged African
American men's health contribute to limited access and utilization of health and mental
health care services. Middle-aged African American men have more racial and ethnic
barriers to fight against daily, and suffer more from preventable diseases than any other
racial group, men or women. African American males have the highest homicide rates
and infant mortality rates than other ethnic groups and report racial discrimination in the
health care system more often than their White counterparts. The need to examine the
complex issues concerning middle-aged African American men's self-care behaviors has
become the central theme of the research.
African American men in the US face a crisis that requires immediate attention
and long-term strategies to reduce and eliminate the disparities and inequalities within the
health care system. There is a need to investigate what self-care African American men
do not utilize versus why they do not engage in self-care activities.
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The road to improving middle-aged African American men's self-care practices
and participation is through the community, the church, family education, and economic
and social policies. Chapter 3 outlines the research methodology of this study.
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Chapter 3: Research Design Methodology
Introduction
African American men in this country continue to have above average morbidity
rates (CDC, 2020). This study examined middle-aged African American men's self-care
practices and their relationship with spirituality and successful aging. The project
addressed the racial inequality in health outcomes between middle-aged African
American men and their perceptions of self-care, successful aging, and the role of
spirituality. The study contributes to better proactive health care measurements for the
African American diaspora.
Research Design
A qualitative, phenomenological research approach was chosen for this study.
This research design was chosen in order to understand the self-care experiences of
middle-aged African American men and their perceptions, limitations, and spiritual belief
practices of self-care as they continue aging. Creswell (2013) indicated that a
phenomenological approach is best suited for understanding the human experience.
Hearing the participants’ experiences and perceptions led to a deeper understanding of
their perspectives on their own self-care.
Research Context
A community recreation center in Nassau County, NY was chosen as the
recruitment site. This location was chosen because the researcher was familiar with the
site and had familiar contacts within the organization. The site was used to identify and
recruit middle-aged African American men to sign up for this study.
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Research Participants
The allotted research time was 1 month. The interviews were conducted over 2
weeks, beginning 2 weeks after flyer distribution. The researcher distributed flyers at the
recruitment site within 1 week of approval from the Institutional Review Board (IRB)
from St. John Fisher College. The researcher obtained permission from the administrator
(Appendix A) to post study recruitment flyers with the researcher's contact information
(Appendix B). The researcher had obtained permission to post six recruitment flyers.
Recruitment flyers were available at the men's locker room entrance and the welcome
desk. The researcher also distributed informational flyers by e-mail to potential
participants. An introductory letter (Appendix C) was sent to potential participants. It
contained information about the researcher, institution affiliation, purpose of the study,
target population, and pre-qualifying questions. If the individual could answer yes to all
questions, they might qualify to participate in the study and were asked to contact the
researcher by e-mail at their St. John Fisher College address.
Once potential participants reached out, the researcher contacted those interested
in the study by e-mail to confirm their eligibility. Additional information on the survey
was available by request. The researcher initiated a phone call to introduce himself and
give a more detailed version of the survey, including instructions on obtaining a copy of
the questionnaire and consent forms.
The criteria for the participants in this study were men who (a) self-identified as
African American, (b) were between the ages of 44 and 64, (c) lived in Nassau County in
New York State, and (d) identified as having no chronic diseases. The sample was 13
participants, and the researcher used referral/snowball sampling techniques. The
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referral/snowball technique is used when researchers cope with access issues and the
topic's sensitivity (Patton, 1990). This figure conforms with Creswell's (2013)
recommendation of three to 10 participants for phenomenological research.
Snowball sampling is a nonprobability technique that invites study subjects to
recruit future participants from their social connections. This sampling technique is for
hidden populations that are difficult for research accessibility (Kalton, 2001). This
technique was used based on the complex nature of the study with the potential to
discover new and unfounded characteristics of that population.
There were six responses from the recruitment flyers left at the recreation center
and another three responses from private networks. Snowball sampling was employed
and produced four additional participants. All participants were familiar with the
researcher or acquainted with another participant. There was substantial interest in the
study by individuals who met most, but not all inclusion criteria. Fifteen individuals
expressed interest in participating in the study and were sent consent forms. Of those, 13
completed the survey and demographic questionnaire. All responded with completed
consent forms and were given the demographic questionnaire and self-care and
spirituality survey. When beginning the research session, the researcher reviewed the
participant consent form with the participants, the demographic questionnaire, and used
an electronic audio recording device to record all their statements.
The population consisted of middle-aged men who self-identified as African
American, between 44 and 64 years of age with at least a high school diploma and were
employed full-time in various occupations with health insurance and self-care resources.
Pseudonyms were assigned to all participants for the interview transcriptions to preserve
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confidentiality. One participant reported being born outside of the United States. The
participants' ages ranged from 44 to 64, with an average age of 55. Six participants were
married, four were divorced, and three had never been married. Nine participants held
high school degrees. Two participants had bachelor's degrees, and two had master's
degrees.
Instruments used in Data Collection
The research instruments used for this study were a questionnaire and an audio
recording device. A semi-structured interview guide collected the data concentrating on
self-care perceptions and practices in middle-aged African American men. A
questionnaire draft was pre-tested among volunteers and revised based on their
recommendations for better clarification and reliability. The questionnaire format allowed
the researcher to gather data from a sizeable, scattered population, and it was costefficient and easy to analyze. The overall methodology for the data was a qualitative
thematic analysis beginning with the initial questions of "How do you define self-care?"
Table 3.1 provides information on their marital status and habits related to their
health.
The population consisted of middle-aged men who self-identified as African American,
between 44 and 64 years of age, who have a high school diploma, and have neglected or
postponed their self-care.
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Table 3.1
Participant Data
Participants
1
2
3
4
5
6
7
8
9
10
11
12
13

Are you
Married?

Do you
smoke?

Exercise?

Health
issues?

Postponed
self-care?

N
N
Y
N
N
N
Y
Y
N
N
Y
Y
Y

N
N
Y
N
N
Y
N
Y
Y
N
N
N
N

Y
Y
Y
Y
N
N
Y
Y
N
Y
Y
N
Y

N
N
N
N
N
N
N
N
N
N
N
N
N

N
N
Y
N
Y
Y
N
Y
Y
Y
Y
Y
N

Note: Information gathered from the demographic questionnaire.
Procedures for Data Collection
Participants were taken through the basic protocols of the study: (a) read the
consent form, discuss participants' rights, and obtain informed consent; (b) request the
participant to complete the demographic profile questionnaire; and (c) perform the faceto-face recorded interview. All participants could end the session at any given time
without consequence.
Participants interviewed received a form containing 15 open-ended questions on
their definition, experiences, and knowledge of spirituality and self-care routines. The
start-to-finish process lasted approximately 30-60 minutes. The sociodemographic
features had 10 questions to be measured for this study. Participants self-reported their
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chronic medical conditions, age, employment, level of education, insurance status, and
current residence.
The interviews took place in private rooms in public places convenient to the
participants' location, including libraries, offices, schools, and hotel lobbies. Interviews
ranged between 15 and 50 minutes, averaging about 30 minutes each. The researcher
reiterated to each participant that they signed an informed consent form and did not have
to answer any questions they felt were uncomfortable to answer. The participants were
advised that they could stop the interview at any time. The interviews were recorded
using a cell phone. The participants were assigned a pseudonym that was saved and
uploaded to Rev.com's professionally transcribed website. None of the participants
interviewed displayed any trauma or discomfort during the interview session.
Participants in this study were asked how they defined self-care, manage their
current state of health, and other inspirational variables that may or may not have
contributed to their past, present, and future health outcomes. Excerpts from the
transcripts were corrected or edited and presented in their original format.
Lincoln and Guba (1985) cite that member checking is crucial in establishing
credibility. Creswell (1998) defined member checking as when data, analytic categories,
and conclusions are tested with the members of those groups from the initial data
obtained. This procedure involves conducting a follow-up interview with the participants
in the study and allowing them to comment on the findings (Creswell, 2013). The
researcher established validity from the interview data, and member checking allowed for
follow up with all participants who completed the survey. The researcher checked the
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data transcripts for apparent errors made during the transcription and a peer debriefing for
better accuracy of the account (Creswell, 2013).
Procedures for Data Analysis
After following a detailed transcription protocol and verifying the accuracy of the
transcripts, the researcher uploaded data into Rev.com transcript services for coding and
analysis. A systematic inductive thematic analysis approach was utilized (Guest et al.,
2013) in which the researcher generated themes and codes for data. Thematic analysis is
a widely used qualitative data analysis method. It is one of the many methods used to
identify patterns of meaning across a data set that will answer the research question.
Saldaña (2015) defined the procedure of coding as arranging data into pieces by
the researcher into related properties that are meaningful for examination in any given
study. The coding process was exploratory, meaning no preexisting frame or model was
used. Each transcript was read independently by the researcher for theme and code
formation.
The analyst repeated using Rev.com to independently apply codes to sections of
the text in each transcript. The transcript was first examined for correctness against the
audio recording. The transcript was reviewed again, and initial codes were assigned. A
colleague was engaged in reading the transcript and reviewing the regulations for intercoder agreement. After coding each transcript, the analyst compared code applications
and conversed on new emergent themes. All inconsistencies were resolved through
discussion with the researcher’s colleague, resulting in a compromised coded document.
The colleague agreed that the principles represented the information in the transcripts.
This process required concurrent review of the initial codes in all transcripts and
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produced an advanced second level of regulations. These focused codes were refined and
grouped into categories by looking for shared or similar meanings.
After completing all coding, written summaries were generated for each code
related to cultural or social influences to identify patterns in the coded material. Through
a collective dialogue and analysis of the written summaries, final themes were identified
and categorized by specific cultural or social influences that addressed the research
objectives.
Summary
This qualitative, phenomenological study obtained information from 13 African
American men concerning their perspectives on their health care practices. The
phenomenological study examined the current trends in self-care and spirituality practices
by gathering research data. The data were generated through participant's face-to-face
interviews and questionnaire answers to find more reasonable, measurable, and
obtainable self-care practices. Middle-aged African American men deficient in healthy
self-care practices experience an increased chance of chronic medical conditions and
mortality. The themes identified in this study highlight the benefits of self-care and the
aspect of spirituality for improved self-care for middle-aged African American men.
Middle-aged African American men can improve their self-care by participating in the
health care community.
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Chapter 4: Results
Introduction
This investigation aimed to explore the perceptions of self-care and successful
aging amongst middle-aged African American men and what role spirituality played in
their lives. The limited literature indicates that the techniques for successful aging for
middle-aged African American men are varied and complex. The perception of successful
aging has many interpretations depending on whom you ask. The participants who
volunteered their information to the researcher were middle-aged African American men
who disclosed that they had no chronic illness. Each participant shared their experiences
and understanding of what it meant to practice self-care and their thoughts on gracefully
aging in the United States.
Research Questions
The research questions examined in this study were:
1- How do middle-aged African American men define self-care and spirituality?
2- What are the significant barriers to self-care practices among middle-aged
African American men?
3- What are the coping strategies for self-care amongst middle-aged African
American men
The technique utilized in this study was a semi-structured interview. The
interview process was comprised of 15 questions to achieve a better understanding of the
perceptions of the self-care and spirituality for middle-aged African American men.
Questions 1 thru 8 and 15 are linked to Research Questions 1 and 2 which allowed the
participants to define their interpretations of their coping mechanisms and self-care. The
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remaining questions relating to Research Question 2 were formulated to capture the
participants’ understanding of their health requirements. Table 4.1 indicates how the
interview questions aligned with the research questions.
Table 4.2
Interview Question in Alignment to Research Questions

Interview Question

Aligned to Research Question

How do your self-care practices benefit you?

1, 3

How much time do you spend on self-care?

1, 3

Describe your self-care routine.

1, 3

Do you set aside time for thought and meditation?

1, 3

Do you have a religious affiliation? (identity)

1

Do you pray, meditate, or practice anything spiritually?

1, 3

Do you recognize the things that give you meaning in life?

1, 3

What role does your church play in promoting better health?

1, 2, 3

Do you ask others for help when you need it?

3

How often do you talk about your problems?

2, 3

Are there any barriers to your self-care regimen?

2

How often do you go to preventative medical appointments?

2, 3

What are you eating?

2, 3

How often do you exercise?

1, 2, 3

What are your goals to enhance your self-care routine?
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1, 3

Data Analysis and Findings
Thirteen participants provided their perspectives on their health and self-care.
Through the coding process, various categories and themes were identified. Common
themes were extracted from the categories and are represented in Table 4.3.
Table 4.3
Codes, Categories, and Themes
Codes

Category

Theme

Belief in God, Relationship with Christ

Religion

Spirituality

Prayer, meditation, reflection
Exercise, workout, walk, jog, bike, take
care of the body

Beliefs
Activity

Self-care

Food consciousness, healthy eating

Diet

Relax, downtime, read, laugh, reflection

Relaxation

Setting self-care time, personal
commitments

Prioritizing

Appreciative, blessed, respectful, humble

Thankful

Self-gratification, self-satisfaction

Rewards

Self-care obligation, overcome
challenges, honest with self, devotion to
self, righteous thinking, consistency

Expectations of self

Honest support and communication with
others,

Expectations of others

Managing the trust of others
Being relevant to others, respectful, nonjudgmental

Care of others

Maintaining work, health, & family
Discrimination, failure of goals and
obligations
Not asking for assistance, burdensome,
emasculation

Self-sacrifice
Fear
Pride
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Gratitude

Expectations of self and others

Engaging with others, being with friends,
time with like-minded people, coworkers, family

Socialization

Support from spouse/family and friends

Support

Support

Accountability partner, girlfriends,
friends' checking-in, partnerships

Partnerships

Five themes emerged from the research. They were spirituality, self-care,
gratitude, expectations, and support. The following sections detail each piece and its
components. Table 4.4 outlines the elements that were identified by the participants as
they related to their spirituality.
Table 4.4
Participant Spirituality/Religion
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
√

Religious
Spiritual

√

√

√

√

√

√

√

√

√

√

√
√

Agnostic

Spirituality
Eleven participants reported their connections to their spirituality and religion
have allowed them to have a better quality of life, including their health. Participants
further added that listening to the word of God and reading the Bible gave them better
insight into how to live their lives. Participants believed their spiritual and religious
beliefs enhanced their mental and physical well-being. Twelve participants referenced
spirituality as an essential aspect of their lives that benefits them mentally and physically.
Participant 2 identified that he is more spiritual than religious and has admitted that he
had lost his faith in religion: “God always lets me know he is there; although I don't
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attend church regularly, I pray every morning before starting my day." Participant 2
added:
I start my day off thanking God, you know, to be able to see another day. Before I
do anything else, I like to do that and pray that, uh, you know, I can have a good
day, and he will continue to guide me. So that is how I start my day off. I start my
day off like that always. It starts me off positively, so I start my day on a positive
note and keep my day moving.
Participant 2 believed you need to be fully conscious of your spirituality because it is
vital for your self-care. Participant 1 was also highly spiritual and religious, attended
church regularly, and was a devoted Christian. Participant 1 explained:
I have been a Christian for the past 35 years, and I pray and meditate daily. My
pastor teaches me to acknowledge everyone for who they are, respect their way of
life, and not have a judgmental spirit toward them. Most of the time, I sit in
silence and focus on a picture in my mind, and that's how I self-meditate. If you're
a person of color, you need to pray about it. It's crazy out there.
Table 4.5 highlights the participants’ religious affiliation.
Table 4.5
Religious Affiliation
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
√

Baptist
Christian
Catholic

√

√

√
√

√

√

√

√

√

√
√

Agnostic
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Self-care
Self-care included physical activity, diet, and relaxation. Twelve participants
characterized being physically active as part of their self-care regimen. Participants
believed that this was also part of their religious and spiritual teachings of God. Table 4.6
highlights the participants responses relating to their self-care.
Table 4.6
Participant Self-Care
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
Physical
Activity

√

√

√

√

√

√

√

Diet

√

√

√

√

√

√

√

Relaxation

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√
√

Participant 2 explained: "It was more than a self-care routine; it became a way of
life. My job is physically demanding, climbing numerous stairs and walking many miles
daily." Participant 5 added: "I try to walk a least three to four times a week, providing I
have the time and the will. I will walk on a good week a least between 20 and 30 miles a
week." Participant 1 also stated that he tried to engage in physical activity at least once
daily with jogging and calisthenics. Participant 13 commented: "I have a treadmill that I
use for my workout. I put on my earphones, set the incline position, and start walking at
least for 30 minutes or more." Participant 10 stated that:
I wish I could do those exercises I used to do when I was a younger man, but I
can't. I don't usually go to the doctor for various reasons. Still, I was informed that
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I was a borderline diabetic and needed to make some lifestyle changes, so I
started walking and making dietary changes. It wasn't easy, but I needed to do it.
Participants 3, 4, and 7 stated that they engaged in weekly running and walking activities
for physical and mental reasons. Participants 6, 8, 9, and 11 concluded that they
exercised, but it was not regimented. Participant 12 added:
A few years ago, I suffered from severe gout. I was overeating red meat, which
took its toll on my joints. I was in constant pain and needed to see the doctor.
Once I was diagnosed with the condition and told how to get rid of it, I changed
my lifestyle. I stopped eating red meat, bought an air fryer, and ate more chicken
and fish.
Participant 13 stated that he started eating everything and stopped eating red meat and
poultry and only ate fish and vegetables. Table 4.7 highlights the activities undertaken by
the participants.
Table 4.7
Self-Care Regimen
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
√

Walking

√

√

√

Jogging/Running

√

√

Calisthenics
Weight Training

√

√

√

√
√

√
√

Cycling
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All 13 participants identified their diets as central to their daily well-being and
self-care. Although the participants had no set diet, they believed in watching what they
ate because of previous health encounters with high blood pressure and obesity.
Participants cited not having much choice in their self-care routine due to their age and
future health outcomes.
Participants also recognized the benefits of relaxation to regroup their thoughts,
building bonds with friends and family, or taking a moment to reflect or have a feel-good
moment. Table 4.8 features the various ways participants engaged in relaxation activities.
Table 4.8
Relaxation Regimen

Being Quiet

P1

P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13

√

√

√

√

√
√

Socialize
Friends

√
√

Socialize
Family
√

Sleep/Napping
Smoke

√

√

√
√

√

√

Participant 1 noted that he needed a good book and a quiet place and would be
more than satisfied. In contrast, Participant 6 responded with the question, "Do you
consider going to bed a form of relaxation? I don't relax that easy."
Five participants identified being quiet, doing enjoyable things with friends and
family. Some mentioned taking a scenic drive as ways to relax. Participant 2 stated that
relaxation was an integral part of his self-care routine because of his work. Participant 12
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noted that if he did find a moment to relax, he usually fell asleep because of his
demanding schedule.
Participant 7 stated that because of a previous doctor visit that highlighted his
cholesterol level, he decided that he needed to make some changes in his life. Participant
7 added:
After my doctor informed me that my cholesterol level was dangerously too high,
it scared me, and I had to make some lifestyle changes. I have a family and plans
that I need to accomplish, and I'm not ready to die. We are Black men and have to
be on our "A" game, and I trusted this doctor because he was Black. He said I
needed to learn to relax more to keep my blood pressure and other things low.
Participant 10 added "because of my job, my way of relaxation is turning off all
work-related devices. Those include my computer and work phone. I like to sit, be quiet
and reflect on my day and tomorrow." Participant 11 believed that spending time with
his wife can be relaxing to a certain extent, but he enjoyed a cold beer, a good game on
television, and a moment where he could be quiet and reflect.
The theme of relaxation was noted when participants examined their self-care
practices. Participants included many variations of relaxation, from napping to having a
beer with the guys. Relaxation was also a priority and needed to be fit in.
Participants 3, 6, 8, and 9 identified as smokers and added that their cigarette smoking is
a form of relaxation that offers them a calming effect. Participants cited that the impact of
nicotine reduced their stress and anxiety and allowed them to be more at ease. Although a
contradiction to beneficial self-care and successful aging, participants explained that this
was part of their relaxation regimen.

63

Gratitude
The appreciation theme includes categories such as thankfulness and
responsibilities. All participants identified characteristics of this theme relevant to their
self-care, mainly being thankful and showing appreciation for some of their many
blessings, such as being a responsible adult, maintaining their jobs, and being able to
support themselves and others. This theme was also present when the participants talked
about their spirituality and religion. Their gratitude was to pay homage to their God for
being merciful. All participants had expressed their appreciativeness for still being alive.
Four participants cited the untimely deaths of friends and family and were thankful for
still being present. Table 4.9 highlights the participants’ perspectives on gratitude.
Table 4.9
Participant Gratitude
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
Thankfulness

√

√

Responsibilities √

√
√

√

√

√

√

√

√

√

√

√

√
√

√

√
√

Participant 1 shared:
I am so thankful for my mental and physical health and ability to do what I need
to do. I know many people who are not in good health both mentally and
physically, and I can't afford to be unhealthy ever.
Participant 2 added:
I'm so grateful just being alive and waking up this morning. My life is good and
getting better. I have plans that need to come through, and I think about my health
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regularly And my main goal is to be careful, not just with my eating habits but
staying accident-free and not doing anything reckless or foolish.
Participant 6 explained:
One of my best friends recently died in a trucking accident in Pennsylvania. I was
devasted, and I cried for him, but I also cried for myself because there are so
many things I want to do, and my life is getting shorter, but I am grateful for
being alive, and I still have time to do some things on my bucket list, God willing.
Participant 9 commented that:
People my age and younger are dying because they are not taking care of
themselves. This is why I need to be thankful for whatever little time I might have
on the planet. You need to be grateful, take care of yourself, and remember that an
unexamined life is not worth living to be aware of what's happening to you and
others.
The participant's explanation of gratitude varied from thoughts of being alive to
being physically and mentally capable of doing a day's task. Participants demonstrated
that being in gratitude required a certain amount of wisdom and experience. This theme
also corresponds with some of the answers the participants gave to aging gracefully.
Expectations of Self and Others
This theme incorporates care for others, self-sacrifice, fear, pride, belief in my
abilities, and expectations of others. These variables report as a responsibility and limited
time for personal self-care. Ten participants identified caring for others, including
significant others, family members, parents, and children. Participant 10 described a time
when his pride didn't allow him to ask for help. He believed that it was him against the
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world, and then he became a father, and things changed. Table 4.10 provides participants’
perspectives on essential elements with their expectations of themselves and others.

Table 4.10
Expectations of Self and Others
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
Self-Sacrifice

√

Fearful
Pridefulness

√

Self-Confidence

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√
√
√

√

√
√

Participant 10 shared:
I have a son now, and I have to do things better. There are things that I want him
to have that I don't. I had to give up a lot of time, money, and energy to ensure he
was alright. I feared failing him and being unable to be that man I wanted to be.
Participant 4 added:
When you mentioned "barriers" to self-care, my older brother came to mind. The
doctors notified our family that my brother could die from his illness at anytime.
My interaction with my brother has postponed my self-care routine and other
aspects of my life. I don't worry about it much because he is family, and we must
sacrifice for each other. I also have to be vital for my other family members. My
care is secondary at this point.
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Participant 5 expressed:
I have cared for my children, elderly parents, and significant other. There is no
doubt that I can do it, I did before, and I can do it again. My biggest fear in this
life is failing at anything. My pride is an essential component of my well-being. It
keeps me on the straight and narrow. I stay in my lane and don't know how much
more I can self-sacrifice. I sacrifice for work, which should be it, but sometimes
life situations continue to throw you a curve ball. I got a bit selfish about my time
and energy and vowed never to ask for help because of fear of rejection, and my
pride won't allow me. I would often ask the question, “who helps superman?"
Participant 2 commented:
I'm a single guy with a job, a car payment, and a girlfriend. My priority is
maintaining my position because I cannot care for others like I would without my
career. I would not be able to pay rent, pay for my car, or be able to maintain my
relationship with my girlfriend. I am fearful of losing all these things. I enjoy my
independence, considering I had none of these things last year. I make sacrifices,
but they are for people I deem worthy of it. I would do anything for my older
brother because he has helped me tremendously. I vow to never be without a job,
always keep a roof over my head, and keep the company of positive people. My
morals have become vital and alienated me from old friends, but I'm good with it.
I try not to let these things interfere with my basic self-care. I'm still working it
out.
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Support
The theme of support involved being responsible, asking for assistance, and
having positive socialization experiences. Nine out of 13 participants reported a deficit in
these areas. Ten of the 13 participants noted they were unafraid to ask for help or support.
Participants 11 and 12 stated they had no problem asking for assistance regarding their
work environments.
The theme of support highlighted the participant's current thought process of
maintaining relationships with others and their partners and spouses. Four of the 13
participants identified receiving support as a last resort. Participants one through 10
believed they were the givers, not the receivers. It was who they were, providers. They
had a tiny social circle that included certain people from work and the neighborhood.
Their family or those most loyal to the participants can be regarded as "socially
acceptable." Participants 5 and 6 had a limited social circle but were willing to expand
and ask for help if needed. Those participants believed supporting family and friends was
an integral part of the strategies for aging successfully. Table 4.11 indicates participants’
thoughts on expectations of support.
Table 4.11
Expectations of Support
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
Responsibilities

√

√

√

√

Assistance

√

√

√

√

√

Socialization

√

√

√

√

√

√

√
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√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

Participant 11 stated:
When it comes to learning something new or if I am having a problem completing
a task, I will ask for help. It doesn't make me a lesser person. It shows that I want
to learn and put out my best product, not just for the job but for myself. I welcome
learning new things, especially from people who understand it better than I do.
Participant 7 explained that:
I don't have a problem asking for help or assistance in any manner. There is no
shame in my game if I need help; I ask for it, regardless of whether it is physical,
meaning helping me move something, mental, where I need to talk to my therapist
or financially to help me with a purchase, loan or anything I need. I'm going to
pay you back for sure.
These five themes and elements captured the participants' experiences, emotions,
and principles as communicated during their interview sessions. They are the foundation
for the answers to the research questions.
Research Question Answers
Research Question 1 asked how do middle-aged African American men define
successful aging and self-care? Participants described successful aging and self-care as
maintaining and improving all facets of their health. This included their physical and
mental well-being. Participants also reported that life enjoyment was an essential facet of
the aging process and being stable in your relationship and finances were also crucial
elements cited. Table 4.12 highlights findings related to defining successful aging.
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Table 4.12
Research Question 1- Defining Successful Aging
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
Stay Healthy

√

√

√

√

√

Enjoying Life

√

√

Financial
Freedom

√
√

√

√

√

√

Research Question 2 asked what are the significant barriers to self-care? Although
all participants had some form of health insurance, seven of 13 reported that they had
obstacles to their self-care needs. This included time management issues, their providers
being too far away, or no longer accepting their insurance. Other barriers to self-care
included family responsibilities and participants not having co-payment money. Ten
participants cited trust issues with their health care providers. Table 4.13 highlights the
significant barriers to self-care as discussed by the participants.
Table 4.13
Research Question 2 – Significant Barriers to Self-Care
P1

P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
√

Time
Location

√

Trust

√

√

√

√

√

√

Family
Finances

√

√
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√

√

√

√
√

Research Question 3 asked what strategies are used for successful aging and selfcare? Participants explained that their longevity for successfully aging would include
being at peace with themselves and their surroundings. Participants described being
mindful of others and appreciating the little things in life. Participants also cited being
respectful to everyone and living a stress-free righteous life. Table 4.14 highlights the
strategies used by the participants for successful aging and self-care.

Table 4.14
Research Question 3 – Strategies Used for Successful Aging and Self-Care
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13

Mindfulness
Appreciative

√

√
√

√

√
√

Respectful
Righteousness

√

√

√
√

√

√

√

All participants answered individually and supported themes of spirituality, wellbeing, gratitude, expectations of self and others, and support. All 13 participants defined
self-care as a priority that must be result-oriented, purposeful, mandatory, and enjoyable.
The self-care classification is exclusive and independent of those individual participants.
The theme of spirituality was the foundation for five out of the 13 participants and
became a rallying call for maintaining self-care. Participants cited that everyday life
situations became unnecessary without their spiritual beliefs and moments of prayer and
meditation. Spirituality gave the participants purpose and hope.
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All participants identified the theme of self well-being. Self well-being
encapsulated both the physical and mental elements of self-care. Participants identified
needing a physical stimulus for clarity and a mental day for relaxation and processing
time. Participants also included the importance of changes in their diets and taking their
health into their hands. Although all participants maintained a certain level of health
insurance, doctor visits were not mandatory and necessary. Five out of 13 participants
noted that trust, location, time, and racism contributed to not seeking routine healthcare.
Participants recognized that being mental, physical, and financially fit were all attributes
to consider for successfully aging.
The theme of gratitude was ubiquitous among all participants. This theme became
clear with spirituality. Participants were grateful and appreciative for their blessings,
regardless of how big or small they might have been. Participants cited waking up, being
able to take walks in the park, having a job, traveling, and having a sound support system.
The little things appeared to be appreciated, such as a phone call from a loved one,
having the time to complete a task, and maintaining their current way of life.
The theme of expectation of self and others was identified by all participants. All
participants purported that to be true to yourself was also the key to successful aging.
Participants had a handle your business attitude toward their health and the well-being of
others. Their definition of manhood consisted of acting responsibly for yourself and your
family. The participants identified being a good provider, protector, and consistent as
good attributes of being a man. Fear of failure and the inability to meet the responsibility
of others and yourself were reoccurring concerns. Fear of becoming a burden to the
family also resonated with participants who did not want to burden their spouse, children,
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and friends with disabling mental, physical, or financial conditions. Participants cited that
it would be emasculating and humiliating. Participants were very reluctant to accept or
ask for help citing issues with pride, which consequently the participants cited as one of
the barriers to seeking or postponing health needs.
Eight of the 13 participants cited that they postponed their health care needs for
various reasons, whereas the remaining five have never postponed health care. Table 4.15
provides participants’ feedback concerning why they postponed health care.
Table 4.15
Postponing Health
P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13
√

Pride

√

Trust with
Health Care
Providers
Finances

√

√

√

√

√

√

Summary of Results
This study utilized a qualitative phenological research design to gain perspective
from the lived experiences of middle-aged African American men's self-care practices
and beliefs. Five themes emerged from personal interviews with 13 middle-aged African
American men related to their self-care commitment. The themes were spirituality, self
well-being, gratitude, expectations, and support. The corresponding responses to the
research questions recognized that self-care was individualized and something mandatory
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or enjoyable for the participant. Self-care must also be purposeful and result-oriented for
these participants. Self-care also requires commitment and room for the unexpected.
Middle-aged African American men's meaning of self-care and their perceptions
of aging successfully varied. Successfully aging does not only represent mental and
physical satisfaction. Participants cited concerns with not having overwhelming financial
obligations in their later years, going into foreclosure, becoming homeless, losing a job,
and racial violence and discrimination from the police. All participants believed that their
wrongdoings would follow them throughout their life. The theme of spirituality also
produced a feeling of temporary relief. Participants noted that being African American in
this day can be very stressful and having a moment of prayer is a relief but no panacea for
everyday discrimination and racism. Health professionals and other middle-aged African
men can use these qualities to help increase rates of self-care commitment and decrease
health inequalities.
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Chapter 5: Discussion
Introduction
This chapter provides a discussion of the implications of the research findings. It
then identifies the limitations of the study and recommendations for further research.
Lastly, it summarizes the study and provides a conclusion.
This research identified the disproportionately high rates of adverse health
conditions that some middle-aged African American men experience. The neglect or
postponement of self-care has contributed to these health disparities. Questioning the
self-care commitment routines of middle-aged African American men revealed barriers.
Those impediments have illuminated pathways that may improve wellness and decrease
the effects of stress on these men's health.
This study outlines a qualitative phenomenological examination of middle-aged
African American men, focusing on their perceptions of successful aging, self-care, and
the role of spirituality. The study also illuminated the limitations middle-aged African
American men face that limit their self-care engagement, leading to health disparities
among this population. Participants described brief and awkward encounters with their
health care providers. African American men still experience invisibility, neglect, and
isolation within the health care system (Sherman & Grande, 2019). All participants in this
study were employed full-time, and seven of the 13 had an additional part-time job.
Although underutilized, most participants knew and had access to self-care and physician
resources.
The study further sought to understand, from the lived experiences of middle-aged
African American men, how to remove barriers and open feasible pathways to self-care

75

and wellness in which middle-aged African Americans might engage. The following
research questions were posed:
1- How do middle-aged African American men define self-care and spirituality?
2- What are the significant barriers to self-care practices among middle-aged African
American men?
3- What are the coping strategies for self-care amongst middle-aged African
American men?
The findings include the emergence of five themes from the participant interviews. These
themes include spirituality, self well-being, gratitude, expectations of self and others, and
support.
Implications of Findings
First, the study analyzed how middle-aged African American men define
successful aging and self-care. The question presented a variety of definitions that were
as diverse as the participants.
Major Finding 1
Middle-aged African American men's definitions and understanding of self-care
are intricate. Participants could not describe the concept of self-care in a single
description. By their definitions, participants did not equate self-care with contributing to
their health but instead, their overall well-being. They used words and terms such as
relaxing, constructive, meaningful, socializing, working out, reading, praying, walking,
satisfaction, and happiness. These items may produce better health outcomes, but some
participants cited eating unhealthy foods, alcohol consumption, sex, and other risky
behavior as examples of self-care in opposition to health care standards. There are many
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variations of health; physical, mental, emotional, and spiritual; there are different aspects
of self-care according to the individual reporting. It was different for everyone based on
their present lifestyle and philosophies.
However, participants understood the prevailing definition of self-care as it relates
to maintaining physical and mental health. When asked, some participants spoke about
neglect and postponement of self-care and health-related circumstances or issues.
Participants disclosed current or past health conditions and discussed missing doctor
appointments. They reported being rushed, uneasy, not trusting White doctors, waiting
too long, and not being touched by health care workers. Participants professed that they
didn't trust the medical establishment, primarily based on their own negative experiences
and those of family and friends.
Participants stated that they knew of hospitals and other local or community
healthcare facilities that are unfriendly to African Americans and that adequate care
should not be expected. Eleven out of the 13 participants admitted that they had not
followed their physician's recommendations. One out of the 13 participants contemplated
the impact of not following a doctor's directive and the consequences that it may have on
his physical well-being and overall health. All participants had their definition of selfcare with no definitive or universal answer.
Major Finding 2
Armstrong et al., 2013 state that African American men have cited racism and
distrust as barriers to seeking solutions for better health. The researcher supports this
notion, and all participants validated it when asked about barriers to self-care.
Participants initially stated that they would not let anything postpone or get in the way of
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their self-care or medical treatments. The researcher further explored this question.
Participants revealed underlying circumstances of racial and medical staff trust issues and
deficits in their medical insurance or finances. Participants described feeling uneasy with
providers.
Thirteen participants stated they would prefer an African American male
physician as their primary healthcare provider. This response is supported by the research
of Alsan et al. (2019). Although all participants have health insurance and access to
health care services, they do not have an African American male physician. Participants
described hardships in finding African American male doctors on Long Island, New
York. Some participants who did find male African American practitioners explained that
the physician was too far away, no longer accepting new patients, or their insurance
provider. Other participants stopped looking and resigned from the prospect of ever
having one. Participants also believe they would have better health outcomes and fewer
postponements of their health if they had an African American male physician (Alsan et
al., 2019). Trust and relatability are the primary reasons for preferring an African
American male physician. These variables were also barriers to seeking medical support
and treatment.
Major Finding 3
Under the theme of expectation of self and others, all participants displayed a high
level of pride and independence, including five married participants. Participants
expected themselves to be able to handle any day-to-day situation and were fearful if they
could not fulfill their gender role. Participants articulated that they feared becoming a
burden to friends and family and prioritized maintaining their health, careers, and living
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spaces. Access to money and being able to "make things happen" was also associated
with manhood obligations. In addition, participants were apprehensive about receiving
help from others and had a smaller inner circle comprised of longtime friends and some
family members. Ten of the 13 participants acknowledged being skeptical of most
medical recommendations, medications, and therapies.
Major Finding 4
Directly related to Interview Question 12, asking how often you go to medical
appointments, four participants noted that they previously had no health insurance and
relied on home and cultural remedies to cure or fix their ailments. Participant 3 stated that
he suffered from various conditions but did not have the money or resources to secure
medical attention. He had taken a homemade concoction to eliminate the stomach pain
bothering him for more than a week. He believed the honey and garlic treatment cured
him. Participant 7 talked about being poor as a child and having a high fever. He stated
that his mother cut a potato in half and placed one under each arm to reduce his fever.
Participant 7 said he would use that remedy again if he had to because it worked.
Participant 11 recalled a concoction of sardine oil rubbed on his neck and wrapped with a
cloth baby diaper and a spoonful of castor oil to soothe the onset of his mumps.
Participant 9 illustrated that he had an eye injury that his insurance plan would not cover.
He stated that he went to the emergency room, which did the basics to fix his vision but
told him to follow up with an optometrist. He could not afford the out-of-pocket
payment; instead, he reached out to family members and got a home remedy. Two other
participants said they postponed their health appointments for work and family matters.
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Unexpected Finding 1
Six out of 13 participants self-identified as being incarcerated for 10 years or
more in the past. Those participants described themselves as reckless, immature, and
having no direction. They had earlier described their self-care routine as regimented,
impersonal, and short-changed but developed a more survival attitude about taking the
best care of themselves. Their previous experience with being incarcerated has left them
skeptical of medical practices and the ability to receive quality healthcare. Participants
explained that their post-incarceration health experiences led them to new self-care and
health advice forms. The remaining participants noted that they did have past encounters
with law enforcement in the form of being racially profiled and harassed.
Unexpected Finding 2
Nine of the 13 participants on the theme of spirituality admitted to seeing a mental
health professional as part of their self-care. Five of the 13 participants stated that they
were first introduced to therapy while incarcerated but discontinued those services soon
after being released. The remaining participants indicated that their employment and
domestic issues induced them to seek treatment.
Unexpected Finding 3
Eight of the 13 participants revealed that they grew up in a single-family home.
Those participants stated that their mother was the head of the household and taught them
various elements of manhood. Some noted that their fathers were present but did not live
with them, and others stated that their fathers were absent—six out of the 13 participants
dissolved their marriages as adults for various reasons.
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Unexpected Finding 4
Seven out of the 13 participants had more than one job. Those participants had
one full-time job and a part-time job. All participants equated having extra money as part
of their financial well-being, independence, and ability to help out friends and family in
times of an emergency. It also added value to their manhood status, made them more
attractive to women, and boosted their self-esteem by knowing they had extra money in
the bank.
Unexpected Finding 5
The researcher should always include and assume racism for most or all aspects
of daily encounters of middle-aged African Men. Racism and unfair treatment appear to
be the backdrop for most participants affecting a significant portion of their lives.
Participants describe experiences of racism in work situations, quality of life issues, and
being active in society.
Limitations
The first limitation is the pre-qualification criteria of being free of preexisting
health conditions limited the sample pool more than expected. Reducing the level of the
requirements would expand the collection significantly in terms of demographics. This
would also increase the number of individuals qualifying for interviews.
A second limitation to this study is not having enough time to extend the research
to other groups of men who may be of different ages, races, economic statuses, or live in
other locations. A third limitation was to have participants elaborate their definitions of
successful aging to correspond more closely to the Rowe and Kahn (1997) model of
health.
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Recommendations for Future Study
Recommendations to promote successful aging and better health outcomes for
middle-aged African American men should start with the current digital and electronic
devices such as a mobile phone with a health app installed for current updates on men’s
health. Future research should question middle-aged African American men to determine
if self-care is necessary for aging successfully and examine what this population deems
essential, purposeful, and mandatory. Additionally, public service administrators should
explore the possibility of utilizing mobile phone devices to deliver health information and
solutions directly to this population.
Further future studies should examine why middle-aged African American men
are passive in health studies and remain isolated from clinical studies. In addition, new
studies should focus on this group's environment and societal micro-racial aggression,
and the underlining onset of detrimental health outcomes those variables present.
Future studies should also explore the self-motivation components of this population and
how they interact with receiving, seeking, and interpreting medical direction and
recommendations.
Conclusion
Health is critical to understanding the perception of successful aging amongst
middle-aged African American men. We must recognize how this population defines
good health, self-care, and spirituality and how they relate to components of manhood.
African American men experience disproportionately high rates of adverse health
conditions, including cardiovascular disease and obesity (Benjamin et al., 2018), and
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have the highest rates of most cancers of all ethnic groups (American Cancer Society,
2019), with the highest death rates and the lowest survival rates (DeSantis et al., 2019)
This phenomenological study sought to identify middle-aged African American
men's self-care knowledge, perceptions, and behaviors. The researcher concentrated on
this group identified as having the worst health status of any race and gender group in the
United States (CDC, 2014). The middle-aged African American men who participated in
this study are employed full-time, with seven participants having an additional part-time
job. Nine participants have a high school diploma, two have a bachelor's degree, and two
have a graduate degree.
All participants have cardinal knowledge of their self-care and have sufficient
resources to access medical and financial resources. The life experiences of middle-aged
African American men discussed in this study expands on the literature by focusing on
the factors that influence their perceptions of successful aging and self-care factors and
neglect or postponement of treatment. The literature recognizes racism and distrust as
barriers to seeking better health (Armstrong et al., 2013). The participants in this study
cited these concerns as well. The literature also offers solutions to improve fitness and
encourage self-care (Gabbara, 2021; NMAAHC, 2014; Selbert, 2019). There remains a
need to further reveal why self-care neglect and postponement occur in middle-aged
African American men.
The research study questions examined within this study are:
1- How do middle-aged African American men define self-care and spirituality?
2- What are the significant barriers to self-care practices among middle-aged
African American men?
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3- What are the coping strategies for self-care amongst middle-aged African
American men?
The literature on successful aging, self-care, and spiritual and religious beliefs for
middle-aged African American men is limited (Ellison et al., 2010; Griffith et al., 2018;
Roberts et al., 2020; Watkins et al., 2013). The literature first analyzes African American
men's background and historical interpretation and details of their evolution of self-care.
The study then examines how racism and discrimination impact the population's mental,
emotional, and physical well-being and how it relates to their mistrust of the health care
system and providers. Lastly, the theoretical frameworks and interventions are reviewed.
Fett, (2002) argues that the concept of self-care for African Americans has been
present since they arrived in America. However, the history of self-care for middle-aged
African American men and their perceptions of self-care practices have not been studied
broadly. The primary reason is a history of discrimination and racism within health care
organizations as cited in the research (Roberts et al., 2020). Fett reports that enslaved
Africans had a variety of healing methods that came to America from fellow captives
from different regions of Africa. Those prisoners were from Igbo, Kongo, Yoruba, and
many other African countries who translated and combined their healing traditions.
Fett (2002) also illustrates how African American women were at the forefront of
self-care by growing medicinal herbs, caring for the sick and the elderly, preparing the
dead, and attending and assisting in the births of Black and White women across the
South. Enslaved Africans often defied their overseers and enslavers on matters
concerning healing practices. Fett concludes that conflict was at the forefront of self-care
for African Americans in their quest to control their bodies. Enslavers used the power of
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the law, state-sanctioned violence, and legal ownership of Black enslaved bodies to
justify their control over the health of the enslaved. Fett's finding suggests that enslaved
Africans were very pragmatic about the well-being of their bodies and adopted new
protocols and techniques to keep their enslaved captors at bay. This was an act of
rebellion. Enslaved Africans' resistant principles of self-care would be passed down to
new generations of the enslaved. The findings in this study align with Fett’s findings
concerning this population’s use of homeopathic remedies.
The act of resistance was also noted by Lorde (2017) who indicated that self-care
continues to be an act of rebellion and resistance. The author cites that performing selfcare on yourself tells the world you have worth, despite what society says about you. The
act of self-care became a rallying call for people of color and the LGBTQ community to
continue to dismantle a system that worked tirelessly to keep them down and out. This
remains a problem for middle-aged African American men when accessing quality health
care while understanding that their race and gender are decisive factors in receiving fair
and unbiased treatment.
Arnett et al. (2016) report unequal treatment in receiving adequate health care for
African Americans and their communities. The authors illustrate the barriers constructed
to leave this population disenfranchised. This includes making those health facilities
challenging to reach, not excepting certain types of insurance, and providing an unskilled
staff and incompetent health care providers. The authors surmise that African Americans
are reluctant to use their neighborhood healthcare facility, which may account for their
underutilization of primary care locations resulting in their removal or closing. The
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participants in this study cited mistrust of their health care providers. Some of the
participants engaged in mental health workshops to enhance their self-care knowledge.
Because of the unethical medical practices resulting from racial segregation and
discrimination, African Americans have developed a deficit in their psychosocial health.
This deficiency leaves African Americans doubtful of their perceptions of themselves and
their interactions within the American society. This was surmised by Moran et al. (2016),
who argued that African Americans face social barriers that harm their mental, emotional,
and physical well-being. The author reports that African Americans experience social
defeat. They experience feelings of subordination after experiencing an adverse social
encounter, a source of chronic stress. Some of the participants in this study cited their
reliance on therapeutic support as a part of their self-care. Participants' definitions of selfcare had various answers, although some included activities that were not always
beneficial to their health. Participants cited self-gratification and having a feel-good
moment. Those participants reported having an alcoholic beverage, cigarette smoking,
and excessive eating as part of their self-care.
Whaley (2001) and Towns et al. (2009) cited the link between longtime social
disadvantages, oppression, and historical events involving African Americans receiving
unfavorable medical treatment, which has manifested into a deep distrust of the
healthcare system. This mistrust allowed some middle-aged African American men to
continue ineffective communication with their health care providers, which plays a
decisive role in the health disparities that affect the African American community
(Hawkins & Mitchell, 2018). In general and without reservation, African American men
have cited racism and distrust as primary barriers to seeking adequate healthcare
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(Armstrong et al., 2013). The findings in this study link the participants' accounts that
expressed their overall concerns when needing medical attention. Participants cited
mistrust as a primary cause for not seeking health care and are dissatisfied with their
health care resources and providers. This aligns with the findings of Hall et al. (2015).
Critical race theory is a social sciences theoretical framework that uses an integral
theory to examine society and culture related to race, law, and power (Delgado &
Stefanic, 2012). In selecting this model, the researcher has identified the theoretical
theory that illustrates the societal barrier that affects the African American diaspora. CRT
attempts to understand how those victims of systemic racism, oppression, and
discrimination are influenced by society's perception of culture and race and how those
individuals navigate a world of White privilege. In addition to White privilege, those
individuals continue to be subjected to everyday microaggressions and institutional
racism.
The Rowe and Kahn (1987) model of successful aging defined successful aging as
avoiding disease and disability. In their updated version, Rowe and Kahn (1997, 1998)
incorporated the maintenance of cognitive and physical functioning, social engagement,
and productive activities. This model only covers certain variables and excludes
environmental and cultural situations that may affect certain ethnic groups. Although the
model allows social, physical, and mental changes and growth, spirituality at its core
supports the enhancement of aging gracefully, successfully, and healthy. In this study,
spirituality is essential to African American men’s self-care.
Spirituality cleanses the mind and body, and reduces stress, improves social
support and personal values. Participants cited better mental and physical health by
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following the teachings of God through prayer, meditation, and Bible education. This
supports the literature that spiritual practices can positively affect African Americans'
lives and health and has become a central component of their overall well-being (Polzer,
2007; Taylor et al.,1996; White & Schim, 2013).
Participants added that their spirituality and religious beliefs catalyzed their selfcare practices by incorporating daily physical activity, watching their diets, and being
conscious of themselves and others (International Self-Care Foundation, 2014).
Participants did not give a definitive answer for their self-care practices but their overall
wellness. Descriptions included terms such as running/jogging, walking, and
weightlifting.
Finally, middle-aged African American men's descriptions of successful aging
and self-care can be complex and varied. For middle-aged African American men,
maintaining a good attitude, being gracious, and not taking the world seriously are
variables for successful aging. Mental and physical health is paramount for longevity and
requires wisdom and maturity to realize that. Participants also associated their
gratefulness as part of their self-care because of the practice's many benefits. Participants
cited that their ability to be grateful has a beneficial and lasting effect on their mental and
physical health. Those participants who practiced being grateful regularly enhanced their
psychological and physical well-being and became more optimistic about their lives.
More male African American physicians are needed but are not necessary to
achieve optimal health. This population struggles with healthcare providers and does not
want to postpone or minimize their healthcare intentionally. Middle-aged African
American men must continue to find other ways to mitigate their health and stay
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responsive and open about their physical and mental well-being. Middle-aged African
American men must be deliberate with their health. This includes finding a practitioner
you trust and like, being conscious of your body and mind, and being proactive with all
aspects of your health.
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Appendix B
Recruitment Flyer

Are You Interested in Participating in a Study on
Successful Aging and Self-Care?
If you can answer YES to all the questions below, you qualify!






Are you male?
Are you African American?
Do you live in Nassau County, New York?
Are you between the ages of 44 and 64?
Do you consider yourself healthy (No health concerns)?

If you answered yes to all questions, you may qualify.
Please email Tyrone Rhabb, Doctoral Candidate at Tr08066@sjfc.edu
Please include Successful Aging and Self-care study in
the subject line and have your name, email address,
and phone number in the body.
The researcher will contact you.
St. John Fisher College
Ralph C. Wilson Jr. School of Education
Ed.D. Program in Executive Leadership
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Appendix C
Introduction Letter
Dear Participant,
My name is Tyrone Rhabb, and I am a doctoral candidate in the Executive
Leadership (Ed.D.) program in the School of Education at St. John Fisher College. I am
conducting research for my dissertation, which explores the perceptions of Successful
Aging amongst Suburban middle-aged African American men. I appreciate your interest
in this study.
The study will take place in two phases. All participants will complete an online
demographic questionnaire and survey tool, which should take no more than 30 minutes.
A select group of those participants will be asked to participate in an interview between
60 and 90 minutes. The interviews will be held in person, at a convenient location for the
participate and will include audio recording.
All identifying information will be kept strictly confidential and not linked to the
study results. Names will be replaced with pseudonyms, and identifying information will
be removed from interview transcripts. Participation is voluntary, and one may withdraw
from the process or interview.
For any concerns regarding this research, you may contact the Institutional
Review Board (IRB) of St. John Fisher College, Jill Rathbun at 585.385.8012 or email at:
irb@sjfc.edu.
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If you meet the study criteria outlined in the flyer and are interested in
participating or have any questions, don't hesitate to contact me at Tr08066@sjfc.edu or
718-801-1880. Thank you again for your willingness to participate in this research. Your
perceptions and unique experiences may contribute to the body of knowledge about selfcare and successful aging for middle-aged African American men.
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Appendix D
Informed Consent

St. John Fisher College Institutional Review Board

Statement of Informed Consent for Adult Participants
The Perception of Successful Aging Amongst Suburban Middle - Aged African
American Men
SUMMARY OF KEY INFORMATION:







You are being asked to be in a research study of Successful Aging amongst
Suburban middle -aged African American men. As with all research studies,
participation is voluntary.
The purpose of this study is examining middle-aged African Americans men and
their self-care protocols, their spiritual practices, and their capacity to age
successfully.[explain research question and purpose in clear, concise language to
help participant fully understand research].
Approximately (6) people will take part in this study. The results from this study
will be used for dissertation purposes.
If you agree to take part in this study, you will be involved in this study for
approximately 60-90 minutes.
Participants involved in this study will meet the researcher at the Roosevelt library
in a private area and will go over the interview protocols. Those protocols will
remind the participant that they are being recorded, the purpose of the study, their
right to stop participation at any time, their risk, the study results, and the
confidentiality aspect. The researcher will than give the participant his interview
package. The participant will start with signing the consent form, filling out a
demographic questionnaire, answering 15 research questions which should take
approximately 30 minutes followed by an interview which should take 20-30
minutes.
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“We believe this study has no more than minimal risk.” Participants will spend
approximately 60-90 minutes.
“You may not directly benefit from this research; however, we hope that your
participation in the study may contribute to the current body of research on selfcare among African American men.

DETAILED STUDY INFORMATION (some information may be repeated from
the summary above):
You are being asked to be in a research study of Successful Aging amongst Suburban middle
-aged African American men. This study is being conducted at the Roosevelt library in
Nassau County, New York. This study is being conducted by: Tyrone Rhabb, under the
direction of Dr. Anthony P. Chiarlitti, Visiting Assistant Professor Ed.D. Program in
Executive Leadership at St. John Fisher College.
You were selected as a possible participant because you identified as an African American
male between the ages of 44-64, resides in Nassau County, New York, and presented no
present health concerns, and agreed to be recorded.
Please read this consent form and ask any questions you have before agreeing to be in the
study.
PROCEDURES:
If you agree to be in this study, you will be asked to do the following:
Participants involved in this study will meet the researcher at the Roosevelt library in a
private area and will go over the interview protocols. Those protocols will remind the
participant that they are being audio recorded, the purpose of the study, their right to stop
participation at any time, their risk, the study results, and the confidentiality aspect. The
participants will also be informed that this is a onetime visit and there will be no
compensation or incentive for their participation. If the researcher needs more details or
clarification on certain answers, he will follow-up with the participant within a week. The
researcher will reiterate that participation is voluntary, and one may withdraw at any time
without penalty.
The researcher will than give the participant his interview package. The participant will start
with signing the consent form, filling out a demographic questionnaire, answering 15
research questions which should take approximately 30 minutes followed by an interview
which should take 60-90 minutes.
Participants will be alone in a private room to complete the survey. After they have
completed the demographic and research forms, the researcher will start the interview
process. The researcher will inform the participant that this segment of the study will be
audio recorded and he has the option to not participate.
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COMPENSATION/INCENTIVES:
You will not receive compensation/incentive.
CONFIDENTIALITY:
The records of this study will be kept private and your confidentiality will be
protected. In any sort of report the researcher(s) might publish, no identifying
information will be included.
Identifiable research records will be stored securely and only the researcher(s) will have
access to the records. All data will be kept using a private, locked, and password-protected
file and password-protected computer-stored securely in the private home of the principal
researcher. Electronic files will include assigned identity codes and pseudonyms; they
will not include actual names or information that could personally identify or connect
participants to this study. Other materials, including notes or paper files related to data
collection and analysis, will be stored securely in unmarked boxes, locked inside a
cabinet in the private home of the principal researcher. Only the researcher will have
access to electronic or paper records. This researcher will keep the digitally recorded
audio data for 3 years following the publication of the dissertation. Signed informed
consent documents will be retained for 3 years after publication. All paper records will be
cross-cut shredded, and professionally delivered for incineration. Electronic records will
be cleared, purged, and destroyed from the hard drive and all devices such that restoring
data is not possible by the investigator(s). All study records with identifiable information,
including approved IRB documents, tapes, transcripts, and consent forms, will be destroyed
by shredding and/or deleting after 3 years.

VOLUNTARY NATURE OF THE STUDY:
Participation in this study is voluntary and requires your informed consent. Your decision
whether to participate will not affect your current or future relations with St. John Fisher
College. If you decide to participate, you are free to skip any question that is asked. You may
also withdraw from this study at any time without penalty.
CONTACTS, REFERRALS AND QUESTIONS:
The researchers(s) conducting this study: Tyrone Rhabb. If you have questions, you are
encouraged to contact the researcher(s) at 20-20 Seagirt Blvd, Far Rockaway, NY 11691
suite 6B, (718) 801-1880, Tr08066@sffc.edu. Dr. Anthony P. Chiarlitti Visiting Assistant
Professor Ed.D. Program in Executive Leadership St. John Fisher College 715 North
Avenue New Rochelle, NY 10801 (914) 654-6153, achiarlitti@sjfc.edu
The Institutional Review Board of St. John Fisher College has reviewed this project. For any
concerns regarding this study/or if you feel that your rights as a participant (or the rights of
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another participant) have been violated or caused you undue distress (physical or emotional
distress), please contact the SJFC IRB administrator by phone during normal business hours
at (585) 385-8012 or irb@sjfc.edu.
If the study has the potential to cause physical or emotional distress, the researcher will stop
the study immediately and then you must direct participants to seek out an appropriate
provider. If participants are SJFC students, then refer them to the SJFC Health and
Wellness Center (385-8280). If participants are not SJFC students, then refer them to their
healthcare provider or an appropriate agency.]
STATEMENT OF CONSENT:
I am 18 years of age or older. I have read and understood the above information. I consent
to voluntarily participate in the study.
Signature: _________________________________________ Date: _________________
Signature of Investigator: ____________________________ Date: __________________
Retain this section only if applicable:
I agree to be audio recorded/ transcribed
____ Yes
____No
If no, I understand that
the researcher will [explain alternative to audio recording, if any. If no alternative, state this clearly].
Signature: ________________________________________ Date: _________________
Signature of Investigator: ___________________________ Date: __________________

If this is an online study, remove the signature sections above and instead use this language:
“Electronic Consent: Clicking on the “Agree” button below indicates that:
 I have read the above information.
 I voluntarily agree to participate.
 I am at least 18 years of age.
If you do not wish to participate in the study, please decline participation by clicking on the
“Disagree” button below.”

Please keep a copy of this informed consent for your records.
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Appendix E
Demographic Questionnaire
Name Email Phone - (

)

-

City, State, Zip Age GenderRace/Ethnicity Country of Birth Are you employed full-time (yes/no)?
Occupation Job Title What is your highest level of education?
Marital status (yes /no)
Do you have health insurance? (yes/no)
Do you smoke? (yes/no)
Do you exercise regularly? (yes/no)
Do you have any health issues? (yes/no)
In the last 5 years, have you postponed or neglected self-care, if yes, why? (yes/no)
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Appendix F
Interview Protocol
The Perceptions of Successful Aging Amongst Suburban Middle-Aged
African American Men.
Date of Interview: __________Time of Interview: ________ Interviewee: ___________
Thank you for meeting with me. During this one-hour interview, you will be asked a
series of questions on your lived experiences on your health care regimen. If you feel
uncomfortable at any time you may terminate the interview.
As part of the agreement, this interview is being recorded and will be kept confidential.
The decision to participate in this study will assist health care professionals, the local
community, and religious partners as well as those individuals who are most effected.
Let's review the informed consent. Read it aloud and ask if the above information was
understood and if the Participant gives consent to voluntarily participate in the study.
The purpose of this study is to understand and explore the gap in research between
middle -aged African American men who identify with satisfactory health consisting of
no present health barriers. The research will focus on their day-to-day self-care protocols,
their spiritual practices, and their ability to age successfully.
The purpose of the interview is to hear your perspective and experiences in your health
beliefs, health maintenance, and does your spirituality play a role in your routine. For this
study, perspective will be defined as how you see, understand, or interpret something.
Experience will be defined as something you encountered or your lived experience.
Do you have any questions?
Pre-screening
1.
2.
3.
4.
5.
6.

Are you a African American male YES or NO?
Are you between 44-64 years of age or older
YES or NO?
Do you live in Nassau County, New York YES or NO?
Do you have any present health concerns YES or NO?
Agree to be audio recorded YES or NO
How old are you? _____
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Interview questions
1- How do your self-care practices benefit?
2- How much time do you spend on self-care?
3- Describe your self-care routine.
4- Do you set aside time for thought and meditation?
5- Do you have a religious affiliation? (identity)
6- Do you pray, meditate, or practice anything spiritually?
7- Do you recognize the things that give you meaning in life?
8- What role does your church play in promoting better health?
9- Do you ask others for help when you need it?
10- How often do you talk about your problems?
11- Are there any barriers to your self-care regimen?
12- How often do you go to preventative medical appointments?
13- What are you eating?
14- How often do you exercise?
15- How do you define successful aging?
Prompts
Can you tell me a little more about that?
Do you have an example of an experience you could share to help me understand better?
Help me understand more about this experience?
What am I gathering from your description is______ would this be correct?
Would you like to add anything before we finish?
May I follow up with you if I need to clarify some of your answers?
When the study is completed, the results will be shared with you, and all participant
information will be kept confidential.
Thank you.
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